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The most effective treatment 
PNEUMONIA— INFLUENZA 
CORYZA 


is provided by 


EDWENIL 


A Polyvalent Antibacterial Agent. 


A typical pneumonia report states: 


** Male adult, admitted to hospital on the second day of illness, 
suffering from double lobar pneumonia. His condition appeared 
hopeless. He was very deeply cyanosed, pulse 140, respiration 48, 
temperature 103°2°. 


**2c.c. of Edwenil were given, followed by a fall in temperature 
to 99° in 12 hours. A second dose of 2 c.c. was given. Temperature 
rose to 102°4° and fell again in another 12 hours. 


“This cycle was repeated and tempesature reached normal on 
the 6th day. Six hours after the first injection, it was obvious that 
he was more comfortable. The cyanosis began to subside on 
the second day. From that time improvement was rapid and 
uneventful.” 


A \|2%cc. or 25c.c. bottle of EDWENIL will be enough 


to demonstrate its activity in your own practice. 


There is no untoward reaction following injections of Edwenil. 
It is not a vaccine. 


Write or telegraph 
E. H. SPICER & CO., LTD. 


Laboratory and Works— 
WATFORD, HERTS. 


Telephone: WATFORD 5284, 5285. Telegrams : ENDOCRINE, WATFORD. 

















































































THE LANCET 


A JOURNAL OF BRITISH AND FOREIGN MEDICINE, SURGERY, OBSTETRICS, 
PHYSIOLOGY, CHEMISTRY, PHARMACOLOGY, PUBLIC HEALTH, AND NEWS. 





No. 5653. LONDON, SATURDAY, JANUARY 2, 1932. CCXXII. 


CONTENTS 


THE WHOLS OF THE JTERARY MATTER IN THE LANCET IS COPYRIGHT. 
































——- AND a Hy (--—- a By SPECIAL ARTICLES. THE SERVICES. 
ORIGINAL ARTICLES. The R6le of Viruses in the 
Diagnosis of Congenital — Prot. asec D. 2¢| Btiology of Cancer. Later bet ge 
Defects of the Eye. PY A ip RISES Tech. Developments of Dr. Gye’s Corps.—Indian Medical 
Ipa_ Mann, F.R.C.S ed ye Foe Work. _ By W. CRAMER, | Service ........+-s00s0: 59 
(With Coloured © Illustra- nee D.. and Fred ps De RE ie eg 40 sr ta 
SOD ovewcvdiweibdctttins 1 Boerner, VM. dD. PsP sets 26 The Domiciliary Service of 
Diagnosis and Treatment of Clinical Diagnosis by ° Baeereey Hospital. By | MEDICAL NEWS. 
2 ew a. % ef nee Todds Mt. By SRN B. CaRTER, B.Sc., 42 University of Durham .... 59 
LFRED ARRIS, s ~ _) & PPA PE oes | Uni 
F.R.C.P., and HvuGH and Prot. A. H. Sanford 26|A Review of the Pharma- | Red Cross Blood” Trans: sf 
CaIRns, F.R.C.S.—(With Bedside Interpretation of cology of Urinary Anti- | omen a. ere a) 
illustrative plate) ....... 3| Laboratory dings. By septics. By Joun M. nsation to a Hospital 32 
Early Diagnosis of Michael G. Wohl, M.D. 26|_ JOHNSTON, M.B. ........ 54 Nort Kent Mutual Hos- 
Whooping-cough by the Headache. By William H. Ireland: The Problem of Association ........ 39 
Cough-droplet Method. SS errr 27| theSlums ............. 46) | additions to Clayton Hos- 
By A. D. GARDNER, Elektrophorese, Elektro - United States of America : ital, Wakefiead ........ 58 
M.D., and P. H. LEsuiz, osmose, ae - The Health of Children. . 46) winter in ar | SPER 58 
CU” See ees 9| Flissigkeiten. = * Australia: Rockefeller | Post-graduate Course on 
Treatment of Acute Lobar Prausnitz and J. Reeit: Foundation Building at Nervous, Diseases ...... 59 
Pneumonia by Artificial StOtter ..-.- +... eee eee IN WN 20 Pats «6c cults 47|Hampstead General and 
Pneumothorax, By, J. J. —<——— — en Rretiaze Berlin : Artificial Abortion i — -West London Hos- - 
COGHLAN, M.R.C.8S. — . ° n ntry Practice...... 48) _. DECAL 2. cc ccnccscceccncs 
(Illustrated) .....+.++++. 13| Monod... « we sccccees 3, 2° Radapeet Pee Conice ot |Univessity of Londen...” 59 
The Injection Treatment of * ~ x - yp Ww. 7. ee, eh ee 49 | Department of Health for 59 
Hemorrhoids. By PETER Purd MB “egiNotes trom India: mentite” tenn a Fe 
G. McEvepy, F.R.C.S 29 | en cea ne 22 eee ences “ Eco ” 49) Pharmaceutical Society of 
. we 6 Toa os Brith, Vournal ot Children’s MOMY — sseerseees Great Britain .......... 59 
— ey ae 28 Medicine 094 tte Py; t Boral Maaive Rocwty eae 4 
CLINICAL AND LABORATORY eae | lawful ~ gol se eter’s Hospital........ 3 
> - wage paerrcr ee (|. | WEE cee ee eee wee ene °” | National Association for the 
NOTES. LEADING ARTICLES. ecatote L Prevents f Tuberculosis 59 
a. Cc as e 0 f. eet OUT-PATIENT FINANCE .... 29} PUBLIC HEALTH SERVICES. Presentation to Prof. ‘Blair ¥ 
‘arcinoma veloping, a ROCHLO! eee eee 59 
Intervals, in Three Difer- |C4AS7B'C Hypmocutonic |, Par aeen tn ae Kecel i nussiet Lesoun of iain 
= ey — Laney RADIOPELVIMETRY ........ 30 Annual Reports of Medical | Post-graduate Lectures on 
MorsimaN, P-R.CS.— __|“ Tae LIveRaTure ”...... OMcers of | Health :— | pychological’ Problems "of 
(IMustrated) ............ 19] | Glasgow. — Aberdeen. — —. ! 
The Pillion | Rider's Pelvic ANNOTATIONS. leutaatio oe nse Se 
Sp occident. - M. P ° 
Derr MrrcHELL, FRCS. se Peed Eee by Gtaghe- || te England and Wales.. 50|  MOTES, COMMENTS, AND 
=, ) wanes senee 20 | Bacteriol f Rheumatoid 
A Case of Hysterical Fugue. aa 33 | CORRESPONDENCE. ABSTRACTS. 
A R ce ee mk A ; Neglected Medico-Legal nal | The Out- -patient Problem : ae ne By enn 60 
C.P., ok Ns Ln Sawa po cea Suggeste ey (Dr. 3 IN, M.D., D.M.R.E. 
HARROWES, M.D. ...... 22 Etiology and Treatment of > R. Friel . 7 — a - 55|Rat Extermination in 
A Case of Focal Osteitis Whooping-cough ....... 34|The Ownership of Radio- a, RPT SS 62 
eprese. ro.% wore The Inheritance of Intelli- 35| frome, {Br = PF al ae ‘ae meds, 62 
\ eR, F.R.C.S.— we |, MNOO pecccceccescacces Bl Ca ME) sc ncccowsceccs 56| ™ . , . 
illustrations on plate) .... 23 ot Plumbism in Children 35|Sanocrysin in Pulmonary Anthropology .......... 62 
Offensive Breath.......... 36! Tuberculosis (Dr. H. — oo PR. — pepe in 62 
REVIEWS AND NOTICES OF GHG Ore. vne.. ss, 36|Surgieal. Aspects ot” tri *®| Society for the Relief’ ot — 
teens cones Breet | Raaetass Pe soneive |""EEaete coment or] “Seay ond, robert 
umours o e re © | JAUBRBCUBBIB occ cccccssees ‘ o'r 
By Sir G. Lenthal Cheatle, roan mt Diabetes in OBITUARY. illustrations) ........... 63 
F. + ae S., and Max Cutler, alas a 38 Sir w i1iam foam The Treatment of Leprosy 64 
a0 609 00ns ceeedeces 5| Heat C nd eve geccesses GOL —_—- 
Science and Practice | of |The Dangers of" “Motor i F.R.C.S8.—(With portrait 58 Medical wat aa 57 
ntal Surgery. rer b Appointments ............ 5 
by Sir Norman Bennett, The Position of the Royal | REPORTS AND ANALYSES. WEEE 6-006 6060 006 Hee8 64 
DEERME owes oclsbcs 26 Institute of Public Health 39'Tintara ................. 28' Births, Marriages, Deaths 64 











_ THE LONDON AND COUNTIES MEDICAL PROTECTION SOCIETY LIMITED 


| 
| 

(FOUNDED 1892) 4 
} 





President : Sir JOHN ROSE BRADFORD, Bart., K.C.M.G OBE, M.D. FRCP. PRS. 

Treasurer and Chairman of Council: ©. M. FEGEN, MROS_ LROP. Dew. 

Trustees for the Reserve Fund : 
Rt. Hon. LORD DAWSON, P.C., G.C.V.0., K.C.B., M.D., P.R.C.P. Sir JOHN ROSE BRADFORD, Bart., 

K.C.M.G., 0.B., 0.B.E., M.D., F.R.O.P., F.R.S. Sir SQUIRE SPRIGGE, M.D., F.R.C.P., F.R.C.S. 





Te antes Sor the telle urposes: To protect, support, and saf e character and interests of | 7 
legally mally aaaiibed Meiers Practitioners to advise and assist Members of the te in matters affecting their 
acsniel and i ntereta and to indemnity them in regard to actions, etc., undertaken on their behalf. 

The Society is fully insured an unlimited exten a ene of all adverse costs and damages which may be awarded 

against Members in any action which the Society es on their behalf. 
Subscription : A." Entrance Fee: 10s. Assets exceed ee 000. 
No entrance fee to those joining within 12 months of registration 

Application form, and full particulars, from the Secretary, Victory House, Leloester Square, W.C.2. 

Telephone: GERRARD 4814, 









THE LANCET GENERAL ADVERTISER (Jan. 2, 1932 


<= 
Sie 














































CASSELL aup COMPANY. Lro. 
THE CAUSE OF CANCER 
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With the collaboration of Dr. Purdy, Dr. Gye has repeated and amplified his earlier 
experiments and has discovered new facts which, he holds, support the contention that cancer 
is a cell reaction to a living intracellular virus. These experiments are described in the present 
work, with an abundance of elucidatory diagrams. 

The Authors devote their first section to a lucid and trenchant discussion of the problem of 
malignancy. The last section consists of a general review of the whole question of cancer causation. 
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ADDRESSES AND ORIGINAL ARTICLES 


pupillary membrane is made more certain by the 
presence of a coloboma of the disc in the same eye. 


- Abnormalities Involving the Anterior Part. 

It is obvious that the abnormalities involving the 
cornea, anterior chamber, iris, and lens, cannot be 
dealt with in detail. The most salient only can be 
_mentioned here. The majority of congenital and 
acquired defects in this situation which might 
possibly be confused with each other are vascular in 
nature. Such 
occurrences as 
visible blood- 
vessels on the 
iris, vascular 
strands, or 
apparent syne- 
chie connecting 
the iris with the 














DIAGNOSIS OF CONGENITAL DEFECTS 
OF THE EYE.* 


By Ipa Mann, D.Sc., M.B. Lonp., F.R.C.S. ENG., 
ASSISTANT SURGEON TO THE ROYAL LONDON OPHTHALMIC 
HOSPITAL ; OPHTHALMIC SURGEON TO THE ROYAL 
FREE HOSPITAL. 


(WITH ILLUSTRATIONS ON SPECIAL PLATE.) 





OPHTHALMOLOGIST. ve long been noted for the 
interest, often purely academic, which they take in 
developmental aberrations, sometimes of the most 
minute. The original stimulus to the advance of this 
branch of the specialty came from Germany whence 
have always emanated the most painstaking studies 
and collections of such cases. Of recent years 
interest has been further stimulated by the discoveries | 
of slit-lamp workers, who emphasise the extreme lens or cornea, 
frequency of slight deviations from the normal, and | and membranes 
by the more intensive study of embryology, which | closing the pupil 
has allowed of better understanding of their produc- are all capable 
tion. Thus emerge the two points of view from which of 1 isin ter- 
to consider such conditions, the clinical and the |-pretation. The 
embryological, and it is the aim of this lecture to | first essential 
show how the first and practical outlook may be in under- 


combined with the second, theoretical, to the standing them 
benefit of both. is a knowledge 
Whoever studies cases of developmental defect of of the normal 


the eye will be struck by the frequency with which 


they resemble in many ways the results of acquired | 


disease. Conversely many acquired conditions come 
to reproduce with varying accuracy the possible 
results of developmental aberrance. The chief interest 
of the subject lies in the disentangling of the appear- 
ances so as to arrive at a knowledge of the past 
causative agents. In most cases the problem is not 
an urgent one, since the more dramatic of the acquired 
diseases usually present no resemblance to congenital 
defects. Their remote results, however, may come to 
suggest very strongly certain developmental anomalies. 
As good an example as any is seen in the fact that 
pathological pigment on the lens capsule from past 


inflammatory synechie tends after the lapse of years | 


to assume a stellate form indistinguishable in 
appearance—though often not in position—from the 
congenital star-shaped pigment cells of minimal 
persistent pupillary membrane. 
of iritis may be misinterpreted and its possible 


present bearing on the case overlooked. An even | 
more common dilemma—though only likely to_ 
puzzle the relatively inexperienced—is that of the | 


diagnosis of medullated retinal nerve-fibres from 
exudate due to inflammatory or vascular disturbance, 
especially should they occur in a patient with renal 
or cardiovascular disease. 

In dealing with this question of differential diagnosis 
it appears advisable to consider the commonest 
problems in the first place from their anatomical 
position. On this basis they can be divided into 
those involving the anterior parts of the eye and 
therefore visible by focal illumination, and those 
involving the fundus and only visible ophthalmo- 
scopically. Obviously in some cases both situations 
present defects, the diagnosis thereby being rendered 
considerably easier, as when the presence of a doubtful 





_ ©The Richard Middlemore lecture delivered at the Birm- 
a Midland Eye Hospital on Dec. 31st, 1931. 





arrangement of 
the fetal vessels 
in this region. 
Fig. I. shows the arrangement of the fotal intraocular 
blood-supply at the height of its development. 
be seen that the hyaloid artery entering at the optic 
dise breaks up into two sets of branches, the vasa 
hyaloidea propria, supplying the vitreous, and the 
network of vessels on the lens, forming its posterior 
vascular capsule. 
equator of the lens and run forwards as the straight 
parallel vessels of the capsulo-pupillary portion of 
the tunica vasculosa lentis to break up again into 
two sets of branches, one composed of vessels turning 
round the margin of the optic cup and draining 
into choroidal vessels, the other forming loops over 
the anterior surface of the lens and constituting the 
pupillary membrane. 
the pupillary membrane remain as the large super- 
| ficial vessels of the iris stroma, anastomosing at the 
lesser circle. 


Thus a past attack | 





































(A) 


Pupillary membrane. 
upillary part of vascular Capsule. 
Jasa hyaloidea propria. (z) Hyaloid artery. 


(B) Capsulo- 
(c, D) 


It will 


These latter unite around the 


The more peripheral loops of 


All the rest of the system disappears. 


PERSISTENT PUPILLARY MEMBRANE. 

Certain points in connexion with the pupillary 
membrane should be borne in mind when diagnosing 
its persistence. In the first place, the vessels 
composing it form a definite radial net connected 
by an arcade-like arrangement somewhat resembling 
Gothic arches. They never run either strictly parallel 
or tangential to the pupil margin but always as nearly 
radial as possible. The lesser circle of the iris 
represents the arcades back to which the atrophy 
has extended. Any persistence of the membrane 
must therefore show a radial arrangement and be 
attached to the lesser circle. 

Secondly, although the vessels are very thin-walled 
at birth, their coats rapidly thicken and in the peri- 
pheral parts of the membrane which normally persist, 
this thickening is sufficient to hide the colour of the 
blood stream entirely. Sometimes these vessels 
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dilate—in early iritis, sometimes only from irritation 
due to a corneal foreign body, and sometimes in 
fair-complexioned people as a permanent condition— 
but even then the walls can easily be seen as definite 
white lines on either side of the blood column. 
In cases of pathological formation of new vessels 
on the iris, on the other hand, the vessel walls are 
usually almost invisible. 

Thirdly, remains of pupillary membrane may appear 
under a very large variety of forms, ranging from 
complete persistence of the whole structure to the 
presence of a single minimal tag attached by one 
end to some portion of the lesser circle. This latter 
form is so common (probably over 25 per cent. of all 
individuals) as to be considered a normal variation. 
Sometimes the persistent pupillary membrane is 
pigmented. This is not surprising, for it is morpho- 
logically a part of the iris stroma. It should be 
possible to recognise that this pigmentation is of 
mesodermal type and is not uveal, but this may be 
difficult intra vitam. Again the persisting portion 
of the membrane may be small and adherent to the 
lens capsule. For this reason the presence of 
pigmentation in an apparent synechia is no criterion 
of its inflammatory origin. Its peripheral attachment 
and general arrangement will prove a much safer 
guide. (Very occasionally where the whole pupil has 
at some time been blocked by exudate an inflamma- 
tory synechia may be attached to the lesser circle 
instead of to the pupil margin. This is usually not 
misleading since it is only found in eyes with gross 
evidence of disease.) 

PATHOLOGICAL CONDITIONS SIMULATING PERSISTENT 
PUPILLARY MEMBRANE. 

It might be thought from the foregoing remarks 
that given an exact knowledge of the appearance of 
the fostal iris, the diagnosis of pathological conditions 
should be easy. There are, however, in my experience 
three conditions which may in their final results lead 
to permanently visible vessels on the iris and so 
prove misleading. They are, in order of frequency, 
thrombotic conditions (usually of the vena centralis 
retinz and/or one or all of the venz vorticosx), past 
severe iridocyclitis, and trauma in early life. 

The thrombotic cases are usually immediately 
diagnosable by their history (sudden onset in middle 
or later life with immediate impairment of vision and 
usually rise of tension) but they are interesting on 
account of the arrangement of the visible vessels. 
In incomplete cases the vessels visible are merely 
dilated stroma vessels of the iris. In more severe 


cases they are actually vessels of new formation, 


thin-walled, very numerous, and arranged on a plane 
superficial to the stroma and running often almost at 
right angles to the stroma vessels and in an entirely 
haphazard way. Fig. II. (on the Plate) shows them 
in a typical case. The patient was a man of 54 who 
had had a thrombosis of the venz vorticose of the 
right eye eight weeks previously. The tension was 
raised but there was no pain. It will be seen that the 
main vessels arise at the periphery in the inferior 
quadrant and crossing the radial vessels at right 
angles run a course parallel with the periphery of the 
iris towards the horizontal meridian, where they 
break up into a dense plexus of capillaries. In 
places dilated stroma vessels can be seen running 
radially and anastomosing with this newly formed 
plexus. In more severe cases or after a longer time 
newly formed vessels may leave the iris margin and 
encroach on the pupil area. They form irregular 
leashes in most cases and do not resemble normal 
pupillary membrane vessels nearly as much as do the 











new vessels in the second (inflammatory) group of 
cases now to be dealt with. 

The inflammatory cases are usually due to irido- 
cyclitis of long standing, often tuberculous. They 
form a very interesting group, worthy of greater 
attention from a pathological point of view than it is 
possible to give them here. For our present purpose 
their importance lies in the fact that the first 
apparently new vessels to become visible are merely 
dilated superficial stroma vessels—i.e., peripheral 
part of pupillary membrane—while subsequently 
entirely new vessels bud centrally from these and 
attempt to reproduce with a varying amount of 
success the previously atrophied central loops on the 
pupil area. The similarity of the new membrane— 
cyclitic membrane closing the pupil and subsequently 
thinning considerably—to a normal pupillary mem- 
brane of the fifth to sixth month of intra-uterine 
life is often very striking. In some cases even the 
anastomoses with the capsulo-pupillary vessels curling 
over the edge of the iris is reproduced. Fig. III. 
(on Plate) shows such a case. The patient was a 
man of 48, who had had a severe irido-cyclitis 
following an injury at the age of 9 (whether per- 
forating or not was not known). There was no clinical 
evidence of perforation. In this case the new 
vessels all lie just superficial to the stroma. The 
loops over the pupil are almost exactly like those 
of a normal pupillary membrane at six months. 
A number of large vessels pass behind the iris by 
curling round between it and the lens as do the 
palisade vessels of the capsulo-pupillary membrane. 
The case could, however, be distinguished from a 
congenital condition even if the history were not 
known, by at least two criteria. In the first place the 
pupillary loops do not come off the lesser circle but 
are directly in continuity with the radial vessels. 
Secondly the vessels passing backwards round the 
edge of the iris are much too large relative to the 
pupillary loops, and they do not anastomose with — 
as peripherally as they should, or in as 
manner. If further evidence were needed the > anata 
of the vessel walls and the absence of pigment must 
also be taken into account. 

The traumatic cases are possibly always associated 
with a past irido-cyclitis, though this is not always 
evident, since the need for differential diagnosis in 
these cases obviously never arises until long after the 
subsidence of all signs of active inflammation. There 
is often only a vague history of a blow on the eye in 
childhood. In one case the patient was a myope and 
the retina of the affected eye was detached. There is 
almost always an interval of ten years (in two of my 
cases over 30 years) between the original injury 
and the subsequent examination which reveals 
the condition. In some cases there is no history at all, 
which in itself leads one to consider the possibility 
of a congenital origin. 

CONGENITAL DEFECTS OF THE LENS. 

Congenital defects of the lens are usually self-evident 
and the well-known appearances of lamellar, suture, 
and coronary cataract need not detain us. There is, 
however, one type of lens opacity which can arise 
either as a developmental defect or as the result of 
trauma in early life. This is the reduplication cataract 
or “ Kalk.” In this type there is an opacity on the 
lens capsule and a reduplication of this deep to it in 
the substance of the lens. The two opacities are 
separated from each other by clear cortex through 
which often runs a narrow stalk uniting them. For 
this reason it is also sometimes called a collar-stud 
opacity. The reason for the appearance is the fact 
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that growth of normal lens cortex has taken place 
after the injury and has separated the originally 
injured lens fibres from the scar in the overlying 
capsule. When the condition is traumatic it can 
obviously occur at any situation. In congenital 
cases it is almost always at the equator or at the 
anterior or posterior pole. In these cases the original 
adverse influence appears to be pressure—i.e., at the 
anterior pole pressure against the cornea; at the 
equator pressure of a capSulo-pupillary vessel; at 
the posterior pole of an abnormal hyaloid. In 
making the diagnosis traces of these agents should be 
sought. In the congenital equatorial Kalks there is 
in my experience always a coloboma of th® iris, 
which makes the diagnosis simple, unless this be 
mistaken for the result of an injury also, which is 
unlikely. 


Abnormalities Involving the Posterior Part. 


Innumerable descriptions of abnormalities of the 
posterior part of the eye have been published since 
the discovery of the ophthalmoscope so that it is 
unnecessary to go into them in any detail. There 
are however a few (six) to which attention may be 
called because both the congenital condition and the 
acquired, with which it may possibly become confused, 
are relatively common. 

Coloboma of the choroid.—When large in area and 
found in its typical situation below the disc, will 
hardly give rise to difficulty in diagnosis, especially 
as it so often is associated with a coloboma or other 
abnormality of the iris. The smaller atypically 
situated colobomata of the choroid are however very 
likely to be confused with patches of old choroiditis. 
Indeed, in many cases it is almost impossible to 
distinguish between them. Nevertheless, there are 
certain criteria which will assist in deciding whether 
a lesion is congenital or not—whether it is 
inflammatory or not is immaterial since many 
colobomata are possibly due to intra-uterine inflamma- 
tion. The points to consider are the amount of 
ectasia, the distribution of the vessels, and the 
amount of pigmentation. It can in general be said 
that the earlier in life the process starts the greater the 
likelihood of ectasia and abnormality of vessels and 
the less the amount of pigment. Therefore a white 
ectatic lesion at the macula associated with an 
abnormal anastomosis between retinal and choroidal 
vessels in the patch is certainly a macular coloboma. 
It has arisen in all probability at or before the 100 mm. 
stage of human development, since this is the stage 
of appearance of the arteria centralis retine. In 
a case published by Dr. J. A. Ross and myself?! 
the time of origin of the patch could be placed with 
a fair amount of accuracy during the fourth month 
of intra-uterine life, from a consideration of the 
concomitant vascular abnormality (destruction of 
chorio-capillaris and vascularisation of a quadrant of 
the retina by choroidal vessels). If any remains of 
the vasa hyaloidea propria are found in connexion 
with the patch its origin is placed even earlier—i.e., 
before the normal disappearance of these vessels 
at the beginning of the third month. 

Medullation of the retinal nerve-fibres has already 
been touched on as being likely to be confused with 
retinitis. Once the silvery shining striated appearance 
of the fibres has been recognised there should be 
no difficulty. The condition is interesting as an 
example of a developmental anomaly which is not 
congenital, since it occurs during the first few months 
of life. 





2 Brit. Jour. Ophthalmol., 1929, xiii., 608. 


Choroido-vaginal veins.—These are large choroidal 
veins, resembling vena vorticose, but draining into 
veins of the sheath of the nerve and visible on the edge 
of the disc. They appear as flat red streaks and are 
easily mistaken for h#morrhages. They are only 
visible in light coloured myopic fundi, but are possibly 
much commoner than is thought to be the case. 

Persistent hyaloid artery occurs in varying degrees 
of completeness. It may be mistaken for an 
inflammatory exudate in Cloquet’s canal or for an 
early retinitis proliferans. 

Replacement of the arteria centralis retina by cilio- 
retinal arteries.—In some cases in man and normally 
in most of the carnivora the retina is supplied by 
cilio-retinal arteries only. Since these appearsuddenly 
at the edge of the disc, the centre being avascular, 
the condition may easily be mistaken for a patho- 
logical cupping of the dise with extreme kinking of the 
vessels at the margin. 

Pseudo-neuritis is a slightly blurred raised 
appearance of the disc seen sometimes in healthy 
hypermetropic eyes. It is probably due to congenital 
smallness of the foramen sclerx. It may be mistaken 
for papilledema unless it is borne in mind that its 
swelling is barely measurable and that there are never 
any appearances suggesting hemorrhage. 

There are of course many other conditions which, 
occurring congenitally, may yet be confused with 
acquired conditions of greater import. With these 
I cannot deal here; but in conclusion it may be 
again pointed out that a knowledge of normal 
embryology can be possibly of greater assistance in 
ophthalmological diagnosis than in examining almost 
any other region or organ. 
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Tumours of the pineal body are sufficiently rare to 
remain as pathological curiosities, although records of 
no less than 113 cases were collected by Haldeman *™ 
in 1927. It is only within the last 25 years that 
knowledge of the symptomatology produced by 
pineal tumours has become sufficiently crystallized 
to afford reasonable grounds for an accurate diagnosis, 
since the writings on the subject by Frankl-Hochwart, 
Hinds Howell, Pellizzi, and more recently by Foerster, 
Horrax and Bailey, and others. The pineal gland 
lies immediately above the quadrigeminal plate and 
the aqueduct of Sylvius, and tumours arising in it 
may be expected to produce firstly symptoms of 
obstructive hydrocephalus, from obliteration of the 
aqueduct by pressure, and later, symptoms of pressure 
on the superior corpora quadrigemina. Persistent 
headache, occasional giddiness, and papilledema 
are likely to be followed by ptosis, limitation of 





* Working under a grant from the Rockefeller Foundation. 
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upward movement of the eyes, and loss of pupillary 
reaction to light. Pressure on the inferior corpora 
quadrigemina may give rise to disorders of hearing, 
as in our case. 

Pineal tumours were formerly thought to be 
inoperable, but in the last 15 years attempts have 
.been made to remove them by Dandy, Foerster, 
van Wagenen, and others with increasing success. 
The methods of exposure of the pineal region have been 
fairly well worked out, but further surgical experiences 
are required before the operation may be considered 
safe and free from the risk of serious disturbance of 
cerebral function. The vein of Galen is in intimate 
relation with the tumour, and if it is damaged death 
is likely to follow. As our case shows, serious 
consequences may also follow damage to its tributaries. 


Report of Case. 


The patient, a male aged 20, was first seen on 
March 16th, 1930, referred by Dr. J. 8. Boden on 
account of headache, double vision, and papilledema. 


HISTORY. 

His boyhood had been healthy and the only trouble of 
possible bearing on his illness was that between the ages 
of 16 and 19 he had had six attacks of momentary 
unconsciousness, each of which occurred on rising in the 
morning and without any warning. For six months before 
he came under observation he had had occasional giddiness 
on rising in the mornings, but this did not interfere with his 
activities in any way. On Feb. 24th, 1930, while out duck- 
shooting early one morning, he was overcome by severe 
throbbing pain in the back of the head which lasted for 
two hours. Thereafter similar attacks occurred each day 
at 4 4.M. and in one of these he vomited. Early in March, 
1930, the headache became particularly violent and began 
to occur in the middle of the day as well as in the early 
morning. The pain spread to the right shoulder and there 
was difficulty in flexing the neck. At this time also he began 
to see double. He consulted Dr. Boden, who found that he 
had papilloedema and at once sent him to one of us (W. H.). 
Throughout his short illness he had heard a noise, like the 
noise of a sea-shell or a cork rattling on the window pane, 
whenever he was recumbent. It was heard in the ear that 
was against the pillow and persisted until he moved his head. 
On one occasion when the headache was particularly severe 
he staggered while walking, and at the same time felt as 
if he had taken too much alcohol. At other times he was 
quite steady in walking. His mother noticed that he was 
becoming somewhat hypochondriacal. 

He was admitted to the nursing home on March 17th, 
1930. The fundi showed bilateral papilledema (right 
5 D., left 4 D.). There was diplopia corresponding to paresis 
of the left inferior oblique, but no strabismus or nystagmus. 
There was slight incodrdination of the left hand but no 
weakness. The knee-jerks and plantar reflexes were normal. 
The diagnoses considered at this time were tumour of the 
vermis, serous meningitis, and endothelioma of the dura of 
the posterior fossa. 

Lumbar puncture yielded fluid under pressure which 
contained 30 white cells per c.mm. and a trace of globulin. 
This s ted the ment Fo of serous meningitis. At a 
second lumbar puncture two days later 30 c.cm. of fluid 
under pressure were withdrawn, but at a third, after another 
interval of two days, no fluid could be obtained except by 

iration. He remained under observation for six weeks. 

r the lumbar punctures headaches were less severe and 
the pilledema receded about 1D. Subsequently the 
papi ema became worse and surgical intervention was 
obviously required if vision was to be saved. 


EXAMINATION AND DIAGNOSIS. 

ve 25th, 1930.—The patient was a thin intelligent boy. 

His head was not enlarged. The occiput was rotated slight 
towards the left and the muscles on the left side of the bac 
of the neck were rather prominent. Acute flexion of the 
neck was painful. There was bilateral papilledema of 
5 diopters with old and recent hemorrhages, but with each 
eye he could read Jaeger 1 at ordinary reading distance. 
he right pupil was slightly larger than the left, and both 
rather sluggishly to light, but well on convergence. 
There was a squint and slight weakness of the outward 
movement of the left eye. Upward movement of the eyes 
appeared to be slightly defective, but not so much as to be 
considered significant. There was ptosis of both upper lids 
which were rather swollen. Whispers were heard at 5 ft. 
from each ear. His gait was normal, but the limbs were 
hypotonic, and on the left side slightly ataxic. Apart from 








some diminution of all the abdominal reflexes, cutaneous 
and tendon reflexes were normal. No disturbance of 
sensibility was detected. There was no abnormality of the 
external genital organs. 

Radiography of the skull showed slight increase of con- 
volutional markings and erosion of the dorsum selle. The 

ineal shadow was unusually well seen in view of his age, 
but it was not enlarged or displaced. 

The history and examination indicated a rapid 
and severe rise of intracranial pressure. Such 
localising signs as could be detected were considered 
to indicate a lesion in the cerebellum, but at the same 
time it was felt that the poor reaction of the pupils 
to light and the weakness of upward movement of the 
eyeseraised the alternative possibility, of a lesion in 
the quadrigeminal region. However, after further 
examination it was considered that these signs were 
not present in sufficient degree to warrant a diagnosis 
of quadrigeminal lesion, especially as there was no 
trace of deafness. After consultation with Dr. 
Gordon Holmes we decided to explore the cerebellum. 


MR. WOODD WALKER: FOCAL OSTEITIS FIBROSA, 
(See page 23). 


LEGENDS OF ILLUSTRATIONS ON SPECIAL PLATE, 


Fic. I11.—Lateral view of the skull, showing extensive but 
localised bony changes in the parietal and occipital 
regions, with patchy absorption and considerable new 
bone formation. 


Fic. IV.—The left hand, showing osteitis fibrosa of the 
first, fourth, and fifth metacarpals, and phalanges. 
All the epiphyses are joined almost five years before 
the usual time. 


Fics. V. AND VI.—Lateral and antero-posterior views of the 
thorax, showing osteitis fibrosa and deformity of the 
spine and ribs. The angulation, causing pressure on 
the spinal cord, is at the fourth dorsal vertebra. 

















FIRST OPERATION. 

April 26th, 1930. (Intratracheal ether, gas and oxygen 
anesthesia.)—-During induction of anzsthesia there was 
considerable increase in the rotation of the occiput to the 
left. The posterior fossa was exposed by the C ing cross- 
bow method. At the outset both lateral ventricles were 
tapped and from each came a large amount of cerebro- 
spinal fluid under greatly increased pressure, thus confirming 
the clinical diagnosis of bilateral symmetrical hydrocephalus. 
On opening the dura the cisterna magna, which was rather 
large, was found to contain small air bubbles. These could 
only have come from the lateral ventricles as a result of 
tapping. This observation thus demonstrated the patency 
of the aqueduct of Sylvius and fourth ventricle, and was 
considered at the time, wrongly as it now proves, to exclude 
a pineal tumour. Both cerebellar tonsils were displaced 
downwards, the right rather more than the left, but neither 
of them had actually passed through the foramen magnum. 
The vermis was incised but no tumour was found in the 
fourth ventricle. A wide decompression having already 
been made the incision was closed. 


POST-OPERATIVE COURSE. 

There was rapid subsidence of the papilledema and when 
the patient left the nursing home, 23 days after the operation, 
the swelling of the discs measured 0-5 to 1D. Visual acuity 
was 6/9 in each eye, but he still saw double when looking 
to the left. Headache disappeared. Certain changes were 
now evident in the clinical picture. Vomiting which before 
operation had been remarkably infrequent now occurred 
each morning. The reaction of the pupils to light became 
very sluggish, especially on the right side, and convergence 
and upward conjugate movement of the eyes were now grossly 
defective. The abdominal reflexes could not be obtained 
on the left side and the left plantar reflex was occasionally 
extensor. His walking was not so steady as it had been 
before operation ; he tended to fall to left or right, and he 
swayed when standing still. There was also slight icity 
of the lower limbs and of the left upper limb, but this 
disappeared before discharge. 


These signs established fairly definitely the diagnosis 
of tumour in the pineal region. However, during 
the next five months he gradually improved. Apart 
from frequent vomiting he was free from discomfort, 
and by September, 1930, he was walking two miles 
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a day. Then he had an attack of severe headache 
and vomiting and became. very unsteady. Visual 
acuity was soon reduced to 6/18 and it was noticed that 
he was becoming deaf. On Oct. 19th, 1930, he was 
admitted to the London Hospital for operation on 
the pineal region. 


He was at times drowsy, but his intelligence was not 
eo ge The cerebellar decompression was bulgi and 
tight. His head was flexed forwards and towards his left 
shoulder and there was considerable dorsal kyphosis and 
hyperextension of the spine in the lumbar region. The 
optic discs showed slight swelling (less than 1 dioptre) and 
considerable secondary optic atrophy. Visual acuity was 
5/36 in each eye. The visual fields were full. The pupils 
did not react to light, either directly or consensually, and 
only very feebly on convergence, which was incomplete. 
Lateral and downward conjugate movements were well 
pene, but upward movement of the eyes was completely 
ost, and it was necessary to depress the lower eyelids to 
examine the fundi. Ptosis of the upper lids was no greater 
than it had been when the patient first came under observa- 
tion. Hearing of the left ear was now greatly defective ; 


he heard whispers 6 ft. from the right ear, but only 1 in. 


DR. HARRIS AND MR, CAIRNS, 
LEGENDS OF ILLUSTRATIONS ON SPECIAL PLATE, 


Fie. I.—Ventriculogram showing the dilated right lateral 
ventricle and the shadow of the tumour, which is 
indicated by arrows. 

Fie. I1I.—The tumour. 

Fie. I1V.—(A) “* Pineal parenchyma ”’ 
Hematoxylin. (x 1020.) 
cells in the tumour. 
toxylin. (x 320.) 

Fic. V.—(A) Showing reticulum of the stroma surrounding 
groups of tumour cells. Silver preparation. (x 320.) 
(B) Focal collections of small round cells in the stroma. 
Hematoxylin and eosin. (x 355.) 


cells of the tumour. 
(B) Elongated neuroglial 
Phosphotungstic acid haema- 


from the left ear. bemag ony power was not impaired, but 
he could not stand with his feet together, and he tended to 
fall to the right when he tried to walk. Both hands, 
especially the left, exhibited an intention tremor. The limbs 
were hypotonic. tendon jerks were exaggerated, the 
abdominal reflexes were all diminished, and there was an 
extensor plantar response on the left side. Sensibility was 
not affected 


On the night after admission to hospital he had an attack 
of unconsciousness lasting 20 minutes, during which there 
was extensor rigidity of all four limbs. 

Ventriculography showed bilateral symmetrical 
hydrocephalus of the lateral ventricles and dilatation 
of the third ventricle. No air was found in the 
fourth ventricle though appropriate manipulations 
of the head had been thoroughly performed. Behind 
and above the posterior end of the optic thalamus 
was a hemispherical area of increased density about 
1-3cm. in diameter, suggesting by its shape and 
situation the presence of a pineal tumour (Fig. I.). 


SECOND OPERATION. 

Oct. 25th, 1930. (Intratracheal ether, gas and 
oxygen.)—An osteoplastic flap was raised from over 
the posterior half of the right hemisphere and more 
bone was subsequently removed along the median 
line to expose the edge of the sagittal sinus. After 
the right lateral ventricle had been tapped the dura 
was opened, and the venous connexions between the 
posterior half of the right hemisphere and the sagittal 
sinus, as far forward as the Rolandic fissure, were 
sealed and divided by the endothermy needle. After 
aspiration of fluid from its lateral ventricle the 
posterior half of the right hemisphere was retracted 
outwards, and a good exposure of the posterior half 
of the corpus callosum and the tentorium was obtained. 
The splenium was now divided in the middle line 
forward for a distance of 3-5cm. This brought into 
view the whole of the great vein of Galen, which was 





about lcm. in diameter, and the posterior part of 
its two main tributaries, but did not display the 
tumour. The anterior 3 to 4cm. of the tentorium 
was now divided to the right of the straight sinus, 
several large tributaries of the straight sinus being 
divided during the process. When the underlying 
opaque arachnoid had been dissected away the 
uppermost part of the vermis came into view, and in 
front of it a smooth greyish-white tumour the size 
and shape of a walnut. After dividing yet another 
layer of delicate membrane it was found that the 
tumour was quite circumscribed and could be easily 
dissected away from the surrounding structures. 
The tumour extended forwards beneath the great and 
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Diagram to show the position of the tumour in relation to the 
veins of Galen and the internal occipital vein. (Modified 
from Charpy.) 


small veins of Galen (Fig. II.) but this part of it could 
not be adequately exposed because the right cerebral 
hemisphere was anchored to the vein of Galen by the 
internal occipital vein which passed from the anterior 
end of the right calearine fissure directly into the 
great vein of Galen. In an effort to preserve this 
vein—or veins, for it gave the impression of a congeries 
of small veins coming directly out of the substance 
of the brain and covered by opaque arachnoid— 
an attempt was made to remove the tumour piece- 
meal, beginning at its posterior end. This entailed 
considerable dissection with cotton-wool pledgets 
in the region of the corpora quadrigemina, and 
eventually it proved impossible to remove the tumour 
through such a limited opening. The right internal 
occipital vein was therefore divided and then it 
was quite easy to remove the remaining part of the 
tumour in one piece, and without injury to the veins 
of Galen and the under surface of the velum inter- 
positum with which it was in intimate contact. 
The cavity of the tumour was filled with saline, the 
right hemisphere was pressed back into place, and the 
dura was closed. The only untoward incident 
during the operation was the displacement of a 
retractor through the thinned corpus callosum into 
the right lateral ventficle at an early stage of the 
operation. No great injury was done to the corpus 
callosum, and there was no bleeding; perhaps in 
cases of this type a small opening through the corpus 
callosum into the lateral ventricle may be of advantage 
in the first days after operation. 

As the operation had progressed the patient's 
pulse-rate had gradually fallen from 120 to 100, 
but his systolic blood pressure had remained steady 
at 110mm. Hg. When the dressings had been applied 
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and the gas and oxygen withdrawn the patient 
immediately recovered consciousness. At the same 
time his pulse-rate became rapid and uncountable 
and his blood pressure could no longer be registered 
at the brachial artery. A blood transfusion of 
250 c.cm. citrated blood was given, but it is doubtful 
whether it materially improved the patient’s condi- 
tion for he had not lost much blood during the 
operation and his colour was good. 


PATHOLOGICAL EXAMINATION. 


The tumour (S.D. 2468, 1930) was examined 
by Dr. Dorothy Russell. ‘ 


Macroscopic.—The tumour (Fig. _III.) yafter fixation 
consisted of an ovoidal mass, measuring 2-8 x 2:3 x 2-2 cm. 
Its surface was finely lobulated and appeared to be 
covered by a thin transparent capsule and a few fine 
blood-vessels. The cut surface was “composed of firm, 
homogeneous, finely granular yellow tissue which was semi- 
trarslucent at the margin and gradually became more 
opaque towards the centre. In the centre there were several 
points of calcification and a few minute —_ up to 0-2 cm. 
diameter, which contained clear honey-like material. In 
addition to the main tumour there were numerous fragments, 
up to 0-8 cm. diameter, which had been collected from the 
posterior end when an attempt was being made to remove 
the tcmour piecemeal. The total weight of the tumour was 


8-75 . a 
Me —Portions of the tissue were fixed in saline 
formaldehyde, Zenker’s fluid, and in formalin-ammonium- 
bromide. Paraffin sections were stained in hematoxylin 
and eosin, iron hematoxylin and van Gieson’s mixture, 
Weigert’s fuchselin and neutral red, Mallory’s phospho- 
tungstic-acid hzemato » and Laidlaw’s method for 
reticulum. Frozen sections were stained by Herxheimer’s 
method for fat, Hortega’s silver method for pineal 
parenchyma, and Cajal’s gold chloride sublimate method. 
The tumour is a non-enca) mass composed of a 
variety of different types of cells. The most abundant type 
is the so-called ‘ pineal parenchyma ”’ cell (Fig. IVa.), a 
large cell with finely or coarsely vacuolated, non-fibrillated 
«cytoplasm and a relatively large nucleus containing from two 
to four conspicuous nucleolj and a close mesh of exceedingly 
delicate chromatin threads. There are no blepharoplasten. 
‘These cells are often seen in mitotic division onl occasionally 
multinucleate giant cells are present. They are aggregated 
in solid masses of variable size, se by a connective 
tissue stroma in which collagen fibres and an abundance 
of fine reticulum are demonstrable (Fig. Va.) At many 
points in this stroma are conspicuous focal collections of 
ls that are indistinguishable from small lymphocytes 
(Fig. VB.). In some portions of the tumour there are also 
groups of spindle or irregularly stellate ne cells with 
a plasm that is more deeply stained and more homo- 
en than that of the pineal parenchyma cells (Fig. IVB.). 
cytoplasm of these cells contains fibrils but no blepharo- 
plasten. ve = 4 bear f= reed be Cajat fibri 
astrocytes, but are no’ ‘ 
Transition between these cells and the pineal parenchyma 
cells cannot be excluded. Hortega’s silver }method for 
parenchyma does not show any cells with character- 
club-sha: processes. In one area near the centre of 
the tumour is a collection of irregularly shaped deposits 
of amorphous hematoxyphil ial, presumably calcium. 
This tumour thus clearly belongs to the type 
described by Bailey and others as pinealoma. Its 
histological structure bears a remarkable resemblance 
to that of a common tumour of the testis, variously 
described under the term alveolar sarcoma, séminome, 
spheroidal-celled tumour, and so forth. Some years 
ago one of us (H. C.) brought forward evidence which 
suggested that the spheroidal-celled tumour of the 
testis was a tumour of toti-potent cells (THE Lancet, 
1926, i., 845). The type cell jn this tumour is large, 
its cytoplasm is vacuolated, and its nucleus, often 
dropsical, contains one or more conspicuous nucleoli. 
The cells have a solid acinar arrangement, and the 
acini are separated by a network of collagen and 
reticulum around which are collected many small 
lymphocytes. The appearances, in fact, are 
practically identical with those of “ pinealoma.” 
In our case there were no clinical signs of disorder of 
the testis and there was no reason to suppose that the 
pineal tumour was a metastasis. The resemblance 





between the two types of tumour may be fortuitous, 
especially as Bailey and Horrax claim to have 
demonstrated processes on the “‘ pineal parenchyma ” 
cells of some of their tumours. However, we were 
not able to demonstrate any of the characteristic 
club-shaped processes in the cells of this tumour, 
although successful preparations were obtained from 
a normal gland used as a control. In view, therefore, 
of its close resemblance to spheroidal-celled tumour 
of the testis we are not able to exclude the possibility 
that this pineal tumour is a tumour of toti-potent 
cells. It may be more than coincidence that both the 
pineal gland and the testis, organs which are concerned 
with sexual function and which are known to give 
rise to teratomas, also give rise to spheroidal-celled 
tumours that bear a strong resemblance to one another. 


POST-OPERATIVE COURSE. 

When the pa was put back to bed five hours after the 
conclusion of the operation his pulse-rate was about 170, 
rectal temperature 103-8° F. He was conscious and moved 
all four limbs voluntarily, the right better than the left. 
Sensation to pin-prick was definitely diminished on the left 
side. His eyes were deviated to the right and downwards, 
and he could not move them to the left ; this persisted for 
two days.¢ Occasional involuntary movements of the right 
upper and lower limbs occurred during the night. 

mn the day following operation his temperature fell to 
100° and his pulse-rate to 110, but turning him from side to 
side still affected his general condition adversely. He now 
develo complete flaccid paralysis of the left upper and 
lower limbs and slight left lower facial weakmess. This 
persisted for ten days, then he began to move the arm and 
in a few days the leg. During this stage of hemiplegia he 
was often drowsy, at times noisy and incontinent, and his 
temperature showed occasional rises to 102° F. Punctures 
of the left lateral ventricle and lumbar subarachnoid space 
were done at frequent intervals. When he could be tested 
it was found that he had a complete left homonymous 
hemianopia, a defect of postural sensibility in the left lower 
and to a less extent in the left upper limb, astereognosis and 
impairment of tactile localisation of the left hand. The 
disturbance of sensibility gradually decreased as did the 
hemiplegia, but the hemianopia remained, and doubtless 
because of its sudden onset, seriously interfered with his 
vision although visual — was considerably improved. 

At the end of the fourth week after operation the drowsiness 
and incontinence had quite disappeared and his mentality 
was almost normal though his memory for recent events was 
still r. He was discharged from hospital a week later. 
His headaches, vomiting, and diplopia had entirely dis- 
appeared. The cerebellar decompression was soft and no 
longer bulging. 

After returning home he soon began to walk, and the left 
hemiplegia gradually disappeared, the last to recover being 
the left foot and ankle which for some weeks resembled a 
peroneal palsy. The impairment of ural sensibility 
persisted. Visual acuity was 6/18 in each eye, but there was 
complete left homonymous hemianopia, bisecting the 

, and he lost the place when reading. The visual 
disability was doubtless increased by the fact that there 
was scarcely any recovery of upward movement of the eyes. 
The pupils did not react to light and there was no convergence. 
Lateral conjugate movements were normal and ptosis had 
to a large extent disappeared. There was great improvement 
in hearing so that he could now hear whispers 8 ft. from each 
ear. In view of possible damage to the isthmus of the right 
limbic lobe from division of the right internal occipital 
vein it is of interest to record that smell at the right nostril 
was unimpaired. 

During the next nine months he gained in weight and 
strength and apart from occasional slight giddiness when 
walking and occasional attacks of headache he remained free 
from discomfort. However, he was still unsteady in 
walking and had great re in reading through losing 
the place, doubtless because of the hemianopia. o further 
recovery of ocular movements occurred. In June, 1931, 
nine months after operation, he began to go deaf once more, 
the cerebellar decompression became tense, and he became 
extremely unsteady in walking. X ray treatment was given 
by Dr. M. H. Jupe, but the dose could not be administered 
as he would not keep still during treatment. However, he 
improved considerably until the end of July when he had a 

followed by unconsciousness. He went to the seaside 
and when seen again in September he was drowsy, apathetic, 
very deaf, and quite unable to walk. The cerebellar 


t#lfemporary deviation of the eyes to the right after removal 
of the tumour occurred also in Foerster’s case.’ 
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decompression was bulging and tense and he now showed 
nystagmus to the right. Further intensive X ray treat- 
ment was given under Nembutal anesthesia. this 
there was rapid improvement. Hearing became normal 
at each ear. He was able once more to walk by himself 
and he became alert and cheerful. The cerebellar 
decompression receded. When last seen on Dec. 7th, 1931, 
the improvement was being maintained under X ray 


treatment. 
Comment. 

The result of removal of this pineal tumour leaves 
much to be desired, but the progress of the patient 
after operation indicates clearly improvements that 
may be made in the management of future cases. 
This type of pineal tumour is evidently very susceptible 
to X ray treatment, and we would doubtless have 
obtained a better result from operation if we had 
given X ray treatment persistently both before and 
after operation as van Wagenen *® did in his case. 
Our case shows some of the complications that may 
arise from this method of approach to the pineal 
region. 

Hitherto very few pineal tumours appear to 
have been removed. Dandy‘ has removed two, 
Foerster 7 * and van Wagenen ®° have each removed 
one. Ernest Sachs?* has also removed a cystic 
tumour from the pineal region. Cystic tumours of 
the pineal! gland or quadrigeminal region have been 
evacuated by Pussep’* and Foerster.’ In these 
papers, with the important exceptions of those of 
Foerster and van Wagenen, no detailed account of 
the condition of patients that survived the operation 
is given. It is desirable that stigmata arising from 
the operation should be reported in order that attempts 
may be made to avoid them in the future. 


Operative Problems. 

From a study of the pathological reports of Hinds 
Howell,?® Horrax and Bailey,'* }* Globus and Silbert,*® 
and others, it is clear that in a considerable number of 
eases attempts to remove pineal tumours would not 
be likely to succeed. Some of the tumours are 
vascular and may invade the third or fourth ventricles, 
either directly or by implantation. Some spread 
in the subarachnoid space, thus encircling the brain 
stem, and in one of Globus and Silbert’s cases the 
tumour had a large extension into the right lateral 
ventricle. In a few cases pineal tumour has been 
associated with another intracranial tumour, for 
example, glioma of the optic chiasm (Horrax and 
Bailey). But there are other pineal tumours which 
are circumscribed and relatively avascular and which, 
as Gordon Holmes ™ pointed out in 1910, lie more or 
less free on the quadrigeminal plate. With modern 
methods there should be a reasonably good chance 
of removing these tumours successfully. In other 
cases a cyst will be found. Probably about one- 
third of the tumours are of a type that is favourable 
to operation. 

Various methods of surgical approach to the pineal 
region have been advocated. Krause'!*® explored 
the pineal region along the upper surface of the 
cerebellum, but was unable to remove the tumour. 
The method attempted by Brunner t{ and developed 
by Dandy * and Foerster appears to be superior to 
the others, and it was the method employed in this 
case. The posterior half of the right, or in special 
circumstances the left, hemisphere is exposed. Its 
venous attachments to the superior longitudinal 
sinus are divided, and the hemisphere is then retracted 
outwards so as to expose the splenium of the corpus 
callosum and the adjacent tentorium. Beneath 
these lies the tumour. The most difficult part of this 





3 Brunnee’s case is described by Rerschach.” 





operation has been the division of the veins passing 
into the superior longitudinal sinus without severe 
bleeding, but the use of endothermy, as advocated 
by Cushing,*® renders this step relatively easy. In 
our case all the veins passing into the superior 
longitudinal sinus as far forward as the Rolandic 
fissure were divided, but we subsequently found 
that it was not necessary to go so far forward. The 
long axis of a pineal tumour and of the overlying 
corpus callosum and tentorium is not horizontal, as 
one is apt to think, but runs usually in an upward 
and forward direction. The region is best approached 
not from above, but from above and behind along the 
most posterior part of the medial surface of the cerebral 
hemisphere. We believe that the temporary 
hemiplegia that came on several hours after operation 
in our case was due to cerebral wdema from division 
of so many veins, and it would probably have been 
avoided had we spared the Rolandic vein (vein of 
Trolard). 

Van Wagenen *° has recently exposed and success- 
fully removed a pineal tumour through the right 
lateral ventricle. An incision was made through the 
outer surface of the right cerebral hemisphere and the 
lateral ventricle was opened at the junction of its 
occipital and temporal horns. The tumour was then 
seen as a bulging area covered by the medial wall of 
the ventricle. This method of exposure would 
probably not have been effective in our case where 
the tumour was for the most part lying beneath 
the tentorium. In van Wagenen’s case, as ventriculo- 
grams had shown, the tumour projected forwards 
into the third ventricle. The disturbance of function 
after operation in his case was the same as in our case— 
namely, contralateral hemiplegia and sensory loss, 
and permanent homonymous hemianopia. 

Preservation of the vein of Galen is probably 
essential to life, for on its integrity depends the 
drainage of blood from the choroid plexuses and from 
the greater part of both hemispheres, with exception 
of the cortex. In removing a large pineal tumour 
Dandy * was forced to resect the large and small 
veins of Galen, and the patient died 48 hours later. 
though whether as a consequence of this step is not 
clear. In van Wagenen’s case the tumour is figured 
as lying entirely above the vein of Galen and its 
tributaries. In Foerster’s case the vein of Galen 
was displaced to the left. Our case in which the 
tumour lay below the vein of Galen and tela choroidea 
is probably the more usual type, since this is the 
normal relationship of the pineal gland and the vein. 

A question of considerable importance in the treat- 
ment of pineal tumours is raised by the occurrence of 
left homonymous hemianopia as a result of operation. 
There was not in our case the slightest abrasion of the 
visual cortex or of any other part of the inner surface 
of the hemisphere, which was protected throughout 
the period of its retraction. The hemianopia was 
almost certainly due to division of the internal 
occipital vein, without which the tumour could not 
have been removed. Most anatomical text-books 
do not mention this vein, though it is figured by 
Charpy * in a diagram which we have modified to 
show the relationship of the vein to the pineal tumour 
in our case (Fig. II.). The internal occipital vein 
in our case appearing as a congeries of vessels covered 
by thickened arachnoid, has a short course from the 
internal surface of the hemisphere near the anterior 
end of the calcarine fissure to the vein of Galen, and 
in our case was lying above the tumour and preventing 
its exposure from above. We were fortunate enough 
to interest Prof. G. Elliot Smith in our suspicions 
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as to the production of hemianopia by division of 
this vein and he and Dr. Una Fielding found by 
injection experiments that it drains the greater part 
of the area striata. In its course towards the vein of 
Galen it comes in close relationship with the under 
surface of the splenium and the tip of the pineal body. 
Save in the most anteriorly placed pineal tumours the 
problem of avoiding injury to this vein with resulting 
contralateral hemianopia is likely to be one of great 
difficulty. 

Diagnostic Problems. 


It is not necessary here to recapitulate the signs 
of pineal tumour which are admirably described by 
Hinds Howell ?° and more recently by Foerster.’ Our 
case shows that deafness resulting when the posterior 
quadrigeminal bodies are compressed by the tumour 
is not necessarily bilateral, as Horrax * suggested. 
Perhaps it would be more correct to say that the 
disturbance of hearing in the two cases may be so 

, unequal that one ear may hear almost normally while 
the other is almost completely deaf. Sexual precocity 
occurs with some pineal tumours, particularly with 
pineal teratomas in boys, and this has been described 
by Frankl-Hochwart,’® Horrax and Bailey,’* and 
others. 

In an advanced case the clinical picture of a pineal 
tumour is fairly easy to recognise, but by that time 
the patient is usually almost or quite blind. The early 
cases are difficult to diagnose because at a time when 
papilledema and other signs of hydrocephalus are 
already intense the only localising signs to be observed 
are slight ptosis and slight sluggishness of the pupillary 
reactions to light. The difficulty is increased by the 
fact that such partial ocular palsies are not always 
due to a lesion in the pineal region. In a case recently 
under the care of one of us these signs, together with 
impairment of upward movement of the eyes and 
signs of raised intracranial pressure, suggested strongly 
a pineal tumour, but operation disclosed an angeioma 
of the right lateral lobe of the cerebellum. Pineal and 
cerebellar tumours may simulate one another closely. 

Dandy * claims that ptosis is the first sign and that 
*“‘ when ptosis is bilateral and without further involve- 
ment of the other muscular functions of the oculo- 
motor nerves, the findings are practically pathogno- 
monic of a tumour pressing down from the region of 
the corpora quadrigemina or pineal body.” He also 
claims that localisation of pineal tumours is now 
relatively simple by ventriculography. This is 
evidently a promising field, but diagnosis by this 
means is scarcely as simple as Dandy’s somewhat 
categorical statements suggest. The interpretation 
of ventriculograms of the third ventricle requires 
great experience, and even then may be difficult. 
Furthermore, it is unlikely, as Dandy affirms, that 
pineal tumours will always produce a filling defect 
of the third ventricle, for some of them grow backwards 
beneath the tentorium rather than forwards into the 
third ventricle. It may still be impossible after 
ventriculography to say whether the tumour is in 
the pineal region or is in the cerebellum. When 
we consider also that the use of air for localisation of 
tumours that produce intense hydrocephalus is not 
without its dangers and should be followed promptly 
by operation, it is doubtful whether ventriculography 
will really solve the problem of diagnosis in every case. 

In a few cases pineal tumour has been associated 
with severe thirst, polyuria, obesity, and signs of 
pressure on the optic chiasm, thus simulating a 

tumour in the hypophyseal region. But the majority 

of cases simulate a cerebellar tumour and the main 
diagnostic problem in most cases will be whether 








to do a preliminary cerebellar exploration and to 
explore the pineal region later if no lesion of the 
posterior fossa is found, or whether to explore the 
pineal region at once. In our case, it will be recalled, 
considerable symptomatic improvement followed 
cerebellar decompression, and at the same time 
papilledema subsided. When symptoms of hydro- 
cephalus recurred and vision began to fail the s gns 
of pressure on the quadrigeminal bodies were definite, 
and it was possible to localise the tumour accurately 
and to plan with deliberation an operation for its 
removal. Furthermore, we formed the impression 
that the cerebellar decompression acted as a valuable 
safety-valve during the stormy days that followed 
removal of the tumour. 

It might be thought, therefore, that the right course 
to pursue in every case in which the diagnosis was not 
absolutely certain on clinical grounds would be to do 
a cerebellar exploration decompression and then to 
wait for some definite clinical signs before making a 
direct attack upon the tumour. In this connexion, 
however, it is important to note that four of Cushing’s 
cases, reported by Horrax and Bailey,'* 14 died at 
varying periods up to nine days after cerebellar 
decompression. The differences in effect of 
cerebellar decompression in pineal tumours are 
probably to be explained in part at least by the 
differences in size and in position of individual tumours 
in relation to the various parts of the mid-brain. 
After cerebellar decompression the tumour will tend 
to be displaced backwards. In tumours that have 
already expanded backwards beneath the tentorium 
this may relieve the pressure on the aqueduct of 
Sylvius and on adjacent structures. When the tumour 
has grown forwards into the third ventricle the 
effect of cerebellar decompression may be to produce 
increased pressure of the tumour against the aqueduct 
and quadrigeminal plate. Such shifting of the tumour 
will surely produce changes in the clinical picture and 
early exploration of the pineal region after a negative 
cerebellar exploration might still save the patient. 
The advantages that may come from careful neuro- 
logical examination of patients with intracranial 
tumours after negative intracranial explorations have 
been pointed out in a previous paper (Cairns '). 
In the case now reported the localising signs of pineal 
tumour appeared almost immediately after cerebellar 
decompression. 

Our conclusion is that diagnosis of pineal tumours 
and decisions as to the surgical procedure to be adopted 
iu individual cases are still far from easy. In cases 
that are still doubtful after clinical examinations, or 
in early cases still doubtful after clinical examination 
and ventriculography, probably the best surgical 
procedure is a wide osteoplastic exposure of the 
cerebellum and posterior portions of the cerebral 
hemispheres. This can be effected by the type of 
operation that de Martel * uses for exploring the 
cerebellum, but the incision should extend further 
up towards the vertex. In this operation if no lesion 
is found in the posterior fossa it is possible to open the 
dura over the exposed right occipital lobe and thus 
to deal radically with any lesion of the pineal region . 


Summary. 


A youth, aged 20, with a history of four petit mal 
fits in four years complained of occasional giddiness 
on rising in the mornings and five months later began 
to have violent occipital headache. Papilledema 
developed rapidly, and localising signs which were 
inconspicuous suggested a lesion of the posterior 
fossa or of the pineal gland. Cerebellar decompression 
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was done seven months after the onset of symptoms 
without any tumour being found. There was rapid 
subsidence of papilledema with preservation of good 
vision, but signs of disturbance of the superior corpora 
quadrigemina at once began to appear. He remained 
well for five months but then had another attack of 
hydrocephalus and signs of pressure on the inferior 
corpora quadrigemina. At operation an apparently 
circumscribed pineal tumour was removed, but only 
after division of the right internal occipital vein near its 
point of entry into the vein of Galen. After operation 
there was on the left side hemiplegia and sensory 
loss which gradually recovered, and left homonymous 
hemianopia which remained complete. There was 
relief from headache and from deafness, but great 
unsteadiness in walking and disturbance of vision, 
although visual acuity was only moderately impaired. 
Nine months after the tumour had been removed 
signs of recurrence became manifest. Under X ray 
treatment there was rapid improvement which was 
being maintained when the patient was last seen 
13 months after the second operation, that is, two 
years and seven months after the onset of symptoms. 
Some problems of diagnosis and treatment of pineal 
tumours are discussed. 


We desire to acknowledge and thank Dr. Dorothy 
S. Russell for the histological work in this case, and 
Prof. G. Elliot Smith and Dr. Una Fielding for their 
valuable help in the anatomical problems raised by 
this case. The expenses of publication were defrayed 
by the Charles Bingham Bolton Fund for neurology. 
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REp Cross BLOOD TRANSFUSION SERVICE.—The 
Duke of York, as chairman of the council of the 
British Red Cross Society, on Dec. 16th presented honorary 
life membership certificates and badges to Mr. and Mrs. 
P. L. Oliver in recognition of their work in organising and 
supervising the Red Cross Blood Transfusion Service. Sir 
Arthur Stanley recalled that the service began in 1921 as 
a result of a request for a blood donor received by the 
Camberwell division of the society, of which Mr. Oliver 
was then hon. secretary. Mr. Oliver formed a circle of 
Red Cross members to try to meet the demand, and in 1924 
this had increased so much that he had to appeal for outside 
volunteers. The London Blood Transfusion Service was 
then formed, with Mr. Oliver as hon. secretary, and since 
then the service had steadily grown, having now more 
than 1300 donors on its books. So far, 1980 donors 
had been supplied during 1931. Mr. Oliver’s office, said 
Sir Arthur, was open night and day, and his telephone 
has only once been left unattended—during a change of 
administration in 1926—in the 11 years the service had 
been in existence. 


EARLY DIAGNOSIS OF 
WHOOPING-COUGH BY THE COUGH- 
DROPLET METHOD. 


WITH A NOTE ON VACCINES AND THEIR USE, 


By A. D. GaRpNER, M.D. Oxr., F.R.C.S. Ena., 
AND 
P. H. Leste, M.A. 
(From the School of Pathology, the University, Oxford.) 


WHOOPING-COUGH is often regarded as an unim- 
portant disease, and few seem to realise that, as a 
killer of children, it is at least equal to measi-s, or to 
diphtheria and scarlet fever put together. In the 
Registrar-General’s Statistical Review we find that 
the average annual death-rates per 1,000,000 persons 
living under the age of 15 during the period 1920 
to 1929 were : for whooping-cough, 456 ; for measles, 
440; for diphtheria, 322; and for scarlet fever, 79. 

Science has hitherto given the physician little help 
in his management of the disease; the diagnosis 
usually has to be made by the mother or nurse, and 
treatment is merely palliative. The aid of bacterio- 
logy in diagnosis is rarely called upon, because 
neither the medical profession as a whole nor laymen, 
such as heads of schools, with children in their care, 
know what valuable advances in our knowledge of 
this subject have been made in recent years. 

Now we, like most bacteriologists, were aware that 
a bacteriological diagnostic method had been success- 
fully practised in Denmark for some years, and 
early in 1929 we decided to put it to a thorough test 
with the aim of assisting its introduction into this 
country. Soon after we had begun our work, a paper 
on the subject was published by Sugare and McLeod 
(1929), which partly covers the same ground. We 
shall refer to this again later. 

The Causative Agent.—There is no longer any room 
for doubt that the bacillus of Bordet and Gengou 
(1907), or, in modern terminology, Haemophilus 
pertussis, is the true and sole cause of whooping- 
cough. In the catarrhal bronchial exudate of persons 
who sooner or later develop typical symptoms it is 
invariably present ; in catarrhal states unconnected 
with whooping-cough, never. We believe that these 
statements are not too strong, although the pro- 
portion of cases in which it is practicable to demon- 
strate the bacterium must always fall short of 100 per 
cent., and in spite of the fact that it has been found 
in the throats of two children not evidently suffering 
from whooping-cough (Frankel, 1908). The blood- 
serum of whooping-cough patients constantly con- 
tains substances which fix complement specifically 
with suspensions of H. pertussis. In other infections 
the reaction is negative. 

These proofs of its causative réle have been com- 
pleted by the transmission of the disease to monkeys 
with pure cultures of the micro-organism (Frankel, 
1908 ; Inaba, 1912; Sauer and Hambrecht, 1929). 
Mallory and Horner (1912)showed that in dead human 
subjects the bacterium grows on the ciliated epithelium 
of the trachea and bronchi, and Sauer and Hambrecht 
(1929) have given a clear demonstration of the result- 
ing endobronchial and peribronchial lesions. H. pertussis 
may be recovered, sometimes in pure culture, from 
broncho-pneumonic patches in the lungs. 


Bacteriological Diagnosis. 
Previous Work.—The pioneer researches of the 





Danes, based upon the discovery of H. pertussis by 
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Bordet and Gengou in 1906, are well summarised by 
Madsen (1924), and will be mentioned again. In 
America Lawson and Muller (1927) and Sauer and 
Hambrecht (1930) have made good use of the diag- 
nostic method, which has also proved very service- 
able in France in the hands of Debré, Marie, and 
Pretet (1929). 

When we began our work there was, so far as we 
know, no British publication on the subject, but 
shortly afterwards, as we have already mentioned, 
a paper was published by Sugare and Macleod (1929) 
who, in spite of using the sputum-plating method, 
which had been discarded as unsatisfactory by the 
Danes, isolated the bacterium in all of their five 
cases in the catarrhal stage. Their paper incidentally 
contains valuable confirmatory evidence of the 
invariable absence of H. pertussis in catarrhal condi- 
tions other than whooping-cough. 

The Culture Mediwm.—We have used the Danish 
modification of the original Bordet-Gengou medium, 
altered in a few respects. It is made as follows :— 

Potatoes are cleaned and cut into thin slices: 1 kg. of 
the slices with 2 litres of distilled water and 80 c.cm. of 

lycerin are boiled until the potatoes are soft. The water 
fost in the boiling is made up and the whole filtered through 
linen. The juice is then adjusted to pH 7-0. One part of 
the neutralised juice and three of 0-6 per cent. NaCl 
are mixed and distributed in ks, 200 c.cm. in each; 
4 per cent. agar is added, and the flasks are left in the 
cold store overnight. The medium is then autoclaved and 
to every 200 c.cm. are added 4-5 c.cm. of a sterile N/2 
solution of lactic acid (3-72 c.cm. of ac. lact. of sp. gr., 
1-21 to 100 c.cm. aq. dest.). When the flasks have been 
cooled to 45°-50° C., 100 c.cm. of fresh defibrinated horse’s 
blood is added to each. The medium is then mixed well 
and poured into Petri dishes. It will keep good for a 
fortnight in the cold store. 


COUGH-DROPLET METHOD. 


As soon as the earliest suspicion of whooping- 
cough arises, the doctor obtains from the laboratory 
two or three Petri dishes of the special culture- 
medium, and instructs the parent or nurse to carry 
out the following directions, which are sent out with 
the culture-medium. 

“When a natural atiack of coughing starts, remove the 
glass lid of one of the dishes and, holding the dish about 
six inches away, allow the patient to cough for about 
10-15 seconds on to the surface of the red jelly. No sputum 
(phlegm) must be coughed on to the surface, othe the 
Pp will be spoilt. e invisible cough droplets are quite 
sufficient. Replace the lid at once. Do the same with 
each of the dishes provided. If the patient has no long 
attacks, but only a short, sharp cough occasionally, use 
each dish three or four times. Artifi coughs, done on 
purpose, are useless. Keep the dishes in a cool, dark place 
Ba ene not in use, and return them as soon as possible to the 


If necessary, the dishes may be sent out and 
returned by post. In Denmark it has been found 
necessary to use metal (aluminium) dishes to avoid 
breakage. We have found glass ones of about 2} in. 
diameter satisfactory for local use. After the speediest 
possible return to the laboratory, the dishes are 
incubated at 37° for about 72 hours, being examined 
each day to see that the sowing has been satis- 
factorily done. Any spreading colonies that may 
spoil the result are cut out of the medium. In 
about 48 hours H. pertussis begins to appear in the 
form of minute glistening colonies, but 72 hours 
(occasionally even four days) are required before 
they can be recognised with any certainty. A watch- 
maker’s lens, which can be held in the eye, is an 
important aid, and we have found oblique illumina- 
tion with a dark-shaded lamp preferable to day- 
light. The fully developed colony is about 0-5 mm. 
across and has a characteristic sheen, like a tiny 








or of clearing round the colonies, such as are some- 
times described, are in our experience inconstant. 
when the growth is young, though ageing growth 
always whitens the medium at a certain stage. A 
platinum needle easily enters the colony and picks. 
up part of its moist substance. 


IDENTIFICATION OF ORGANISM. 


The typical appearance of the colonies nearly 
always differentiates them from those of any other 
organism ; but sometimes, owing to the dryness of 
the medium or to delayed development, the colonies. 
appear dry, whitish, and wrinkled, and considerable 
doubt may arise as to their identity. As a routine, 
therefore, when films are made from any suspicious 
colony, a subculture is made on fresh Bordet medium. 
In the case of H. pertussis the mass-growth is dry, 
roughish, and circumscribed, resembling a streak of 
aluminium paint. Films are stained by Gram’s 
method, with diluted carbol-fuchsin as counter- 
stain. H. pertussis appears as a small ovoid Gram- 
negative rod or cocco-bacillus, frequently paired, 
like a tiny pneumococcus. The common allegation 
of “bipolar staining” seems to be based on a mis- 
interpretation of these paired forms, and it should 
be omitted from future descriptions of the organism. 
H. influenzae may be distinguished from H. pertussis 
by the fact that the colonies of the former organism 
appear after 24 hours’ incubation. They are flat and 
transparent, and slide over the surface of the medium 
when touched with a platinum needle. Subcultured 
on Bordet’s medium they give rise to a moist, trans- 
parent, and spreading growth. 

Agglutination.—Although the combination of colony 
appearance and cell form makes the identification of 
H. pertussis certain enough for practical purposes, we 
have verified all our identifications with the agglutina- 
tion test. 

Agglutination Test.—From the primary streak of a colony 
subcultures are made by smearing the wth all over the 
surface of one or more d of Bordet’s medium. 
After 48 hours at 37°C., the growth is scraped off and 
emulsified in saline solution containing 0-2 per cent. of 
formalin, by rubbing up in an agate mortar: After dilution 
to a suitable density (equal to a suspension of some 
600 million per c.cm. of Bact. m), the suspension is 
tested by Dreyer’s method with a specific utinating 


serum, in dilutions ranging from 1 in 50 to, b in 500 or 
more. 


Agglutinating Serum.—Having discovered. at the outset 
that freshly i cultures entirely failed to react with 
serums made from old stock cultures of H. pertussis from 
the National Collection of Cultures, we were com- 
pelled to investigate the serological structure and variability 
of the microbe, with results which have been: published else- 
where (Leslie and Gardner, 1931). 

Briefly, we found that freshly isolated cultures are 
all serologically alike, and we called their charac- 
teristic antigen Phase I. A distinct antigen, Phase IT., 
occasionally replaces No. I. in the early stages of 
laboratory life. These two phases are toxic to animals, 
and represent the smooth state of the microbe. 
Cultures grown and stored on Bordet’s medium may 
preserve their original antigenic constitution for 
months, but directly they become accustomed to 
grow on heated blood, egg, or meat-infusion media, 
the antigen of Phase I. (or II.) disappears, and an 
entirely different one (III.) takes its place. In old 
stocks a further change to Phase IV., with a final 
antigenic alteration, often oceurs. These last two 
phases are non-toxic to guinea-pigs, and represent 
the rough state. The fundamental features of this 
change were described long ago by Bordet and his 
collaborators, but it is only im the light of recently 
acquired knowledge of bacterial variation that we 








pearl or a droplet of mercury. Zones of whitening 


have begun to understand it. 
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To prepare a Phase I. serum, a primary subculture 
on Bordet’s medium from a colony on the original 
cough plate is made into a suspension for inocula- 
tion into a rabbit. Although the resulting serum will 
partially agglutinate Phase III. in addition to 
Phase I., this is no disadvantage in routine work. 
To make a mono-specific Phase I. serum, the hetero- 
logous agglutinins must be removed by absorption. 

Such serums are quite specific and do not react 
with H. influenzae or B. bronchisepticus. Those made 
with the final rough Phase IV., however, agglu- 
tinate the latter organism to a considerable titre. 

Jultural Methods.—On first isolation the organism 
will not grow on Fildes’s medium, whereby it is 
easily distinguished from H. influenzae. It will 
usually grow well in serum-broth from the outset. 
Serum-agar at first supports it but poorly, and when 
luxuriant growth is established on this medium the 
antigenic change to Phase III. usually accompanies 
it. The same is true, it seems, of “‘ chocolate-agar ”’ 
and other heated blood-media, though we have used 
these very little. 

Cultivation on egg-medium is et first impossible, 
but the organism can be accustomed to it by repeated 
heavy transplantations, and always changes from 
Phase I. to Phase III. in the process. Growth on 
agar seems to be an exclusive function of the “ rough ” 
Phases III. and IV. In broth, two of our Phase IV. 
cultures grew in extraordinarily long, tangled, un- 
branched filaments, forming a tenacious adherent 
mass at the bottom of the tube, and looking micro- 
scopically like an unbranched mycelium. 

The only way to handle H. pertussis satisfactorily 
for immunological purposes is to keep it growing on 
Bordet’s medium. 


Results with Cough-droplet Method. 

We have had no local epidemic during the last 
two years, which accounts for the smallness of our 
figures, but since these tally so completely with the 
Danish and American statistics, we have not felt it 
necessary to collect more ample data. 

Tests totalling 107 were done on 82 individuals 
suspected of whooping-cough. The subsequent 
clinical course of 30 of these cases was such as to 
remove the suspicion; and all of our 38 tests on 
these cases agreed with the negative clinical diagnosis. 

Analysing the cases which we accept as whooping- 
cough on clinical or bacteriological grounds: 12 tests 
were done in the first week of the illness (catarrhal 
stage) before the development of any whoop, and of 
these 9 were positive and 3 negative. One of the 
latter was technically unsatisfactory. Of 25 tests 
done in the second week—i.e., about the time when 
the cough is becoming characteristically spasmodic— 
15 were positive. Amongst the 10 negatives there 
was a large proportion (7) of technically unsatis- 
factory tests. In the third week we had 8 positive 
and 5 negative results (2 of the latter unsatisfactory). 
In the fourth week we had 3 negatives and 1 positive ; 
in each of the fifth and sixth weeks, 2 negatives. The 
remaining 11 negative tests must be excluded from 
calculation, because the nature of the illness remained 
clinically uncertain to the end. 

If we now take the case as the unit, irrespective of 
whether it was tested one or more times, we get the 
following percentage figures, which are shown in 
conjunction with those of other workers. (See Table.) 

It is impossible to be exact in such statistics. The 
stage of the disease is often very difficult to determine. 
We are also well aware that it is statistically absurd 
to state our small series of cases in percentages ; yet 








we have thought it justifiable to do so, in order to 
demonstrate at a glance the agreement of our results 
with those of the Danes and Americans. The fact 
that we have failed to isolate any H. pertussis after 
the fourth week, whereas the Danes still secured a 
fair percentage of successes, means very little, since 
we only examined a very few patients in that stage. 
Sauer and Hambrecht agree with us in that they 


Successful Isolations of H. pertussis in Cases Proving 
Olinically or Bacteriologically to be Whooping-cough. 


Danish. American. 
(Madsen, | (Sauer and 
1924. | Hambrecht, 1930.) 
(914 cases.) | (200 cases.) 
! 


‘and 
> ke. Kee 
Stage of illness. (47 cases). 


per cent. 


lst week . ° 
(Catarrhal phase ) 
2nd week . . 6 57 
(Spasmodic phase) 
3rd week . ° 


4th week 
5th week 


6th and later 


75 YX 

(catarrhal phase). 
61 
45 
40 


65 
(spasmodic phase), 


0 
(phase of decline). 


failed to isolate the organism in all their 40 cases in 
the phase of decline. The Danish method, it seems, 
is to use three Petri dishes of medium for each test. 
We sent out two, and sometimes only one of these 
was used. Whenever possible, however, we repeated 
the test if the first result was negative, and if whoop- 
ing-cough was still suspected. 

We have accepted a definite clinical diagnosis, 
made either before or after the bacteriological test, 
as sufficient proof of the identity of the illness. In 
five cases, however, the manifestations, though 
sufficient to arouse suspicion, were so atypical that 
clinical diagnosis was impossible. There is no doubt 
that these persons would have been passed by their 
doctors as uninfected and uninfectious had they not 
been bacteriologically tested. In two other cases the 
microbe was isolated before the development of 
characteristic symptoms, when the doctor was still 
in doubt. 

The bacteriological method is therefore not only 
able to accelerate a diagnosis obtainable eventually 
by clinical methods, but also to supply one where 
clinical methods fail. 

Determination of Infectivity.—After the sixth week 
from the onset the production of H. pertussis has 
practically always ceased. But if the cough, parti- 
cularly of the spasmodic type, persists, the doctor 
may be hard put to it to advise on the duration of 
isolation and to decide such questions as whether 
the child may now go back to school. In cases such 
as these we recommend three tests on successive days, 
or two if it is certain that the illness has lasted 
longer than six weeks. If all the tests prove nega- 
tive, the child may be considered harmless. We have 
carried out several examinations of this kind, to the 
satisfaction of doctors, parents, and school authorities. 

Carriers.—There is no doubt that whooping-cough 
occasionally takes a mild and chronic form which 
would never be suspected but for some special cireum- 
stance. We isolated the microbe from an adult with 
no disturbance of health beyond a slightly spasmodic 
cough, who was living in an infected household. In 
Denmark the headmaster of a school was discovered 
to have been the cause of a succession of outbreaks 
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of the disease. It seems, however, that such cases 
are rare, and that healthy carriers play a minor part 
in the spread of the illness. It is in the undiagnosed 
early catarrhal state that most of the damage is done. 


ADVANTAGES AND DISADVANTAGES OF THE TEST. 


Advantages.—(1) Unlike many laboratory tests, 
such as the Widal and Wassermann reactions, it is 
at its best at the very beginning of the illness, before 
symptomatic diagnosis is possible. (2) No drawing 
of blood or other painful or time-consuming operations 
are necessary. (3) When positive it gives complete 
certainty. 

Disadvantages.—(1) It takes three days. Mean- 
while the diagnosis may sometimes be made on 
clinical grounds. (2) Single tests fail in about 25 per 
cent. of cases owing to faulty management by mother 
or nurse. (But repetitions will usually succeed.) 
(3) The culture medium deteriorates rather quickly, 
and must be made every fortnight. (4) A horse and 
a refrigerator are necessary for large-scale work. 
[The former may, however, be borrowed for an hour 
fortnightly at a small fee. Small batches of medium 
can be made with human or rabbit blood.]} 

In spite of these disadvantages we have found the 
test to be of great assistance to doctors ; and when, 
in the future, the State becomes interested in the not 
inconsiderable number of babies’ lives and the 
innumerable hours of school lost through this disease 
the aid of bacteriology will necessarily be called on 
to the fullest degree. Meanwhile, it would prove a 
boon to a large and increasing number of progressive 
practitioners if bacteriologists at central laboratories 
would master the method and make it available for 
general use. We are convinced that public health 
authorities would find it well worth while to make 
use of, and if necessary to pay for such a ready help 
towards the early diagnosis and consequent limitation 
of school epidemics. 


Use of Specific Vaccines in Prevention and Cure. 


It is difficult to give a useful opinion on the value 
of vaccines in the treatment of whooping-cough, for 
there are no data suitable for statistical analysis. 
But if there is a specific element in the vaccine treat- 
ment of infectious diseases in general ; if, that is to 
say, the acceleration of the healing processes of nature, 
which often, though irregularly, follows the injection 
of vaccines, is not entirely due to non-specific ‘* pro- 
tein shock,” then we can predict that the results in 
whooping-cough will be greatly improved by using 
a vaccine that contains the chief antigen of the 
virulent, parasitic phase of H. pertussis. In England 
and the U.S.A. the vaccines in general use have 
usually been innocent of this necessary ingredient 
(Leslie and Gardner, 1931). We are in a position to 
state that the vaccine now being produced by the 
inoculation department at St. Mary’s Hospital, and 
sold by Parke, Davis and Co., is of the quality 
desired. 

Of much greater public importance is the problem 
of raising individual and herd immunity against 
H. pertussis. A review of the work done on these 
lines has been given by Madsen (1924). Most of the 
reports are strongly favourable, and in discussing 
the Danish work Madsen says that “although no 
absolutely sure prophylactic effect has been obtained .. . 
there is no doubt that infection is lighter among the 
vaccinated than among the non-vaccinated.”’ Since 
we know that the cultures from which the vaccines 
are made at the State Serum Institute in Copenhagen 
are propagated on fresh blood medium, on which 





the original toxic and immunity-producing component 
of the organism is preserved, the Danish experiences 
are especially deserving of respect. In a large 
epidemic in the Faroe Islands in 1923 the mortality 
among vaccinated patients was only one-twelfth of 
that among the non-vaccinated. It seems that the 
duration of the immunity is short, and that its 
maximum effect is within a week or so of the final 
injection. Madsen recommends three subcutaneous 
or intramuscular doses of 0-5 c.cm., 0-7 ¢.cm., and 
1-0 c.cm. of a suspension in saline solution + 0-5 per 
cent. phenol of about 10,000,000 bacteria to the c.cm. 
In our experiments on animals (loc. cit.) we made 
use of the well-known detoxicating effect of formalin 
by killing our vaccines with 0-2 per cent. of that 
substance and storing in the cold for at least a week 
before use. The highly poisonous endotoxin of the 
bacillus is well neutralised in this way. 

Theissier, Reilly, Rivalier, and Cambassédes (1929), 
working with endotoxin extracted from the bacilli 
and treated with 3 per cent. formalin, were unable 
to produce detectable protective substances in the 
blood of human beings, or any curative effect in the 
established disease. But their formalised endotoxin, 
though harmless and highly protective to animals, 
produced such a sharp reaction in the human subject 
that only very small doses could be given (one 
wonders whether the very high concentration of 
formalin may have been to blame). With whole 
bacilli treated with formalin no protection of animals 
could be effected. 

Finally, it may be mentioned that complement- 
fixing antibodies are produced in normal human 
beings by the injection of vaccines of H. pertussis 
(Kristensen, quoted by Madsen), just as they are 
in infected subjects by the living microbe. 

Thus the evidence on the value of preventive 
vaccination is conflicting, but the Danish experiences 
are promising enough to make a more extended trial 
of the method desirable. 


Summary. 


The bacteriological method of diagnosis of whoop- 
ing-cough and the results of more than 100 tests of 
suspected persons, compared with the experiences 
of foreign workers, show that in the early stages of 
the disease at least three out of four cases can be 
detected by a single examination. The fourth eludes 
detection only because of human fallibility. Reasons 
are given for the final acceptance of Haemophilus 
pertussis as the cause of whooping-cough, and the 
desirability of using antigenically efficient cultures in 
the manufacture of vaccines is emphasised. 


Our thanks are due to the medica] practitioners 
who have supplied us with material and to the 
Medical Research Council, who have given financial 
assistance. 
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TREATMENT OF 
ACUTE LOBAR PNEUMONIA BY 
ARTIFICIAL PNEUMOTHORAX. 


By J. J. Cocnian, M.R.C.S. ENG., 


LATE ASSISTANT MEDICAL OFFICER, ST. OLAVE’S HOSPITAL, 
LONDON, 8.E. 


DURING an investigation into lobar pneumonia it 
was discovered that the induction of artificial pneumo- 
thorax had a favourable influence on the progress of 
this disease. In view of the arrival of winter, with 
its attendant respiratory infections, the following 
cases are reported in order to give an idea of the 
results which may be obtained, and to allow others 
to test the method. 

Although a full account of the theory and rationale 
of this treatment will be published later, it may be 
briefly stated here that the induction of artificial 
pneumothorax on the affected side, according to the 
technique described, has the advantage that it 
(1) separates the inflamed pleural surfaces, relieves 
pain, and allows of easy respiration; (2) puts the 
inflamed lung at rest ; and (3) limits the flow of blood 
through the pneumonic lung, thereby diminishing 
anoxemia, and interfering with the passage of toxins 
into the general circulation. 

In observing the results it is well to chart respira- 
tion-rate as well as temperature because, as will be 
seen, these curves are of great value in following the 
course of the disease, and in assessing the effects of 
treatment. In fact, they form a very accurate guide 
on which to base treatment. 


Case Records. 


The following are brief reports of six cases. 


CasE 1.—Male, aged 20. 
night on June 21st, 1931. 
day of disease. 

On admission the temperature, pulse-rate, and respiration- 

rate readings were: T. 102° F., P. 96, R. 32. These figures 
rose till, at 2 p.m. on June 22nd, they stood at T. 102-4°, 
P. 124, R. 46. Examination showed solidification of right 
middle and lower lobes. At 2 P.M. artificial pneumothorax 
was induced on affected side. In spite of preliminary 
medication with morph. gr. }, the pleura was found to be 
intensely hyperesthetic—a feature common to all the cases 
dealt with—rendering necessary very complete local anss- 
thesia before the patient would tolerate the passage of the 
artificial pneumothorax needle. 
. On entering the pleural cavity, a second feature common 
to all the cases was encountered—namely, the extremely 
wide and irregular variation of the intrapleural pressure as 
measured on the manometer, —40 to +40 being quite a 
normal swing. These pressures were not perceptibly 
altered as the air entered and, consequently, the mano- 
meter could not be used as a gauge to check the filling in 
these cases, as it can in pulmonary tuberculosis. There 
was no difficulty in inducing the pneumothorax ; the air, 
which was admitted very slowly, entered easily, and the 
pneumonic lung fell away from the chest wall and collapsed 
quite readily ; 400 c.cm. of air were used on the first fill. 
The therapeutic results were immediate and obvious; the 
patient, who until then had had the usual hot, dry skin of 
pneumonia, began to perspire freely ; cyanosis and dyspnea 
were both diminished, thoracic pain disappeared, and the 
patient ‘felt much _ better.” ofuse rspiration con- 
tinued, and by 2 A.M. on June 23rd the chart readings had 
fallen to T. 98-6°, P. 112, R. 32. The patient was very 
comfortable and looked as if he had just negotiated the 
crisis. 


Admitted to hospital at mid- 
Right lobar pneumonia, fourth 


From this point the picture changed again. Perspiration 
ceased, the skin becoming hot and dry,and the temperature 
rose steadily, reaching T. 100-4°, with P. 106, R. 32, at 
10 a.m. onthe 23rd. As it was obvious that the patient was 
rapidly reverting to a condition of acute pneumonia, the 
pleura was again punctured. It was now discovered (again 
a feature common to all the cases) that the absorption- 
rate of the inflamed pleura was abnormally high; the 
100 c.cm. of air admitted 20 heurs previously had been 








completely absorbed, and the lung was again in contact. 
with the chest wall. 300 c.cm. of air were admitted, and the 
procedure was followed at. once by profuse perspiration and 
clinical improvement. In four hours, at 2 p.m., the chart. 
readings were T. 98-2°, P. 100, R. 24, From this point, 
although there were two transient. temperature rises, to. 
100° at 2 a.m. on June 24th and to 101° at 2 a.m. onthe 25th, 
as the temperature fell away immediately afterwards of 
its own accord to normal in each case, and as the patient 
was obviously well clinically, no more air was admitted. 

From 2 A.M. on June 25th the chart readings steadied 
at an average value of T. 97°, P. 80, R. 22; the patient 
made an uneventful convalescence, left the hospital in good 
health, and was seen, quite well, three months later on 
return from a convalescent home. 

A radiogram of the thorax taken on June 30th, five days 
after the final settling of temperature, shows: (a) a small 


Fic. 1 (Case 1). 
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residual collapse in the apical region; (b) resolution of the 
right lung nearly complete ; (c) no evidence of fluid effusion. 

This rapid resolution appeared to be a feature of all the 
cases. 

CasE 2.—Female, aged 9. Admitted 8.30 p.m. June 20th, 
Right lobar pneumonia, second day of disease. On admis- 
sion, chart readings were T. 103°, P. 128, R. 30. Right lung 
solid from base to apex. 

As will be seen from Fig. 2, during the first three days in 
hospital this child ran an evening temperature of 103° to 104°. 
By midday on the fourth day she was semi-comatose and 
was not expected to survive the night. Although it had 
originally been intended to exclude children, this child was 
so obviously dying that, in view of the encouraging results 
already obtained, artificial pneumothorax was induced at 
5.30 on the 23rd, 150 c.cm. of air being admitted. The 
same phenomenon of wide variation of intrapleural pressure 
was noted as in the previous case, and the lung collapsed 
quite as readily. The child was too ill to object in any way 
to the operation. Profuse perspiration set in at once; at 
6 p.m. the chart readings had fallen to T. 100-2°, P. 120, 
R. 28; at 10 p.m. the temperature was normal. The child 
— a comfortable night, the chart readings next day 

i 


"s Pulse. Respiration, 

104 — 24 

100 noes 19 
106 22 
06 28 


Since the clinical improvement, as can be gathered from’ 
the above figures, was very marked, and as nothing was’ 
then known of the rapid absorption of air in these cases, no! 
further refill was given on this day. Next morning the 

neumonia was returning, the 6 A.M. chart readings being’ 

. 102°, P. 112, R. 32, and HY evening was fully re-establishéd, 

A t 


Temperature. 
101-8° 
96-8° 
100-2° 
97° 


6 A.M. 
10 A.M. 

2 P.M. 

6 P.M. .. 












nk RETR N ee ae 


14 ‘THE LANCET,] DR. J. J, COGHLAN: LOBAR PNEUMONIA AND ARTIFICIAL PNEUMOTHORAX. (JAN, 2, 1932 





the 6 p.m. chart readings being T. 103-6°, P. 134, R. 40. A 
second fill of 100 c.cm. was accordingly given. 


The crisis again set in rapidly ; at 6 a.m. next a” ‘Be 


chart readings had fallen to T. 101°, P. 110, R. 34. 

evening they were T. 97-6°, P. 116, R. 32, and by next 
morning T. 97°, P. 80, R.28. From this point convalescence 
was uneventful and the lung resolved as rapidly as in the 
previous case. The child went to a convalescent home in 
good health, and returned some months later, perfectly well. 

OasE 3.—Male, aged 32. Admitted at 6 P.m. on Sept. 15th. 
Left lobar pneumonia, third day of disease. 

On admission the chart readings were T. 191-6°, P. 112, 
¥. $2. Examination showed solidification of the left lower 
lobe. 

Since the question of the best technique to be adopted 
both as to size and frequency of refills could only be solved 


by experiment, this patient was only given 250 c.cm. at | 
his first fill, which took place at 7 p.m. The skin immediately 


became moist, and the patient passed a very comfortable 
night, sleeping most of the time, but the amount of per- 
spiration was slight as compared with the two previous 
cases. At 6 next morning the chart readings were T. 100°, 
P. 100, R. 32, which rose to T. 101-2°, P. 104, R. 36 at 10 a.m. 
A second refill of 200 c.cm. was now given. Perspiration 
set in freely, the temperature falling by 12 noon to 99-8°. 
It rose again at 6 p.m. to 101-2°, but as the patient was 
perspiring freely and feeling well, nothing further was done, 
and the rates steadily fell until by 6 a.m. the figures were 
T. 97-6°, P. 100, R. 32. During this day the chart readings 
rose suddenly at 12 noon to T. 100-8°, P. 104, R. 32, but 
immediately fell away, and by 4 P.M. were T. 98-4°, P. 86, 
R. 32, from which point it remained normal. The fills in 
this patient (250 and 200 c.cm.) were evidently too small to 
control the pneumonic process properly. 

A radiogram taken on Sept. 21st, six days after admission, 
showed a small residual pneumothorax in the left basal 
region, and resolution of the left lower lobe advancing 
nicely. The right lung, however, showed extensive mottling 
and eR 0 of root shadows (? old tuberculosis), and the 

tient gave a history of pneumonia in childhood. Old 

sions may have contributed, along with the small fills 
given, to the comparative slowness of the response to treat- 
ment in this case, for on three separate occasions during 


Fic 2 (Case 2). 





Fie. 3. (Case 3). 
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definite increase in the shadows at the right base, the 
sputum was again tested, and two consecutive specimens 
proved positive for tubercle bacilli. The patient protested 
that he felt perfectly fit, and nothing could be detected by 


CasE 4.—Male, aged 55. Admitted 
12.30 p.m., Sept. 18th. This patient, 
an elderly, poorly nourished man, had 
been ill at home for several days. On 
admission his condition was very bad, 
the chart readings being T. 99-8°, P. 132, 
R. 36. He was intensely cyanosed, 
the pulse was feeble, and the cardiac 
condition very poor. There was exten- 
sive solidification of the left middle 
and basal zones. In addition, there 
was a past history of chronic bronchitis, 
and the right lung showed evidence of 
emphysema and basal congestion. 

A difficult point at once came up 
for decision. Granting the pneumonic 

could be controlled by pneumo- 
thorax, would it be better for the 
damaged heart to aim at an immediate 
and complete crisis by a large fill, 
thereby bringing the toxic process 
to a stop, and risking the strain on 
the right ventricle caused by the 
resulting embarrassment of the pul- 
monary circulation, or to aim at a fall 
by lysis by a series of very small fills, 
thereby avoiding the immediate strain 
but exposing the heart to a further 
36-48 hours of toxemia? The first 
course was ultimately adopted. The 
patient was given insulin and glucose 
with the idea of improving the nutritive 
reserves of the myocardium by the 
deposition of glycogen, and after 
allowing half an hour for this to be 
absorbed, was prepared by morphine 
and strychnine, and 750 c.cm. of air 
was admitted to the left pleural cavity. 
A very violent crisis set in; the tient 
Lae ae ay ae , the cyanosis Snbene 
mar diminished, and the patient 
felt much better. The 


‘the stethoscope. 


improvement con- 


the next month, while under observation in the ward, | tinued till 10 P.m., the temperature then being 99° and the 


this ient showed an evening teuiperature of 99°, following | pulse 


exertion duri the day. owever, —- could be 
detected c' , the ure was no during the 
rest of his stay (although was up all day), and he was 
discharged to a convalescent home, apparently well. 
Radiography on Dec. 10th, however, showed very obvious 
fibrotic changes in the right lung, and as there seemed a 


100. Here, however, the pulse began to rise, and signs 
of failure of the right ventricle appeared. The patient was 
en the usual cardiac stimulants and revived tem: iy, 
the right ventricle failure increased progressively, acute 
cedema of the contra-lateral lung appeared at 4 P.m., and the 
patient died at 6 a.m. . 


This case was the only fatal one of the series. It 
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ean be attributed to error of judgment in a difficult 
situation and lack of knowledge of the technique, 
owing to inexperience, rather than to a defect in the 
method of treatment itself, for it was obvious that 
the pneumonic process was as well controlled by the 
artificial pneumothorax in this instance as in the 
previous cases. Unfortunately no autopsy could be 
obtained. 


CasE 5.—Male, aged 25. Admitted 6 P.m. on Oct. 3rd. 
Solidification of right lower lobe, first day of disease. 
—— the chart readings were T. 104°, P. 128, 

The patient had had several previous attacks of pneu- 
monia, and came into hospital on the first day of the disease. 
He was kept under observation till 6 p.m. on the 5th, by 
which time the diagnosis was fully confirmed, and solidi- 
fication of the right lower and mid-zones well established. 
Chart readings T. 105°, P. 124, R. 32. 

This case is of interest as being the one case of the series 
in which the pneumonia was not cured by artificial pneumo- 
thorax, and, consequently, furnishes data which could not 
be obtained from the others. 

Artificial pneumothorax was induced at 6 P.M. on the 5th. 
The patient was of a highly nervous, resistive type, and 
groaned and moved ena og | during the operation, and 
owing to non-coéperation on his part, it was only ible 
to admit 250 c.cm. of air. Crisis was at once established, 
and the patient rspired well. In two hours’ time the 
chart ings had fa len to T. 99-8°, P. 100, R. 22, and in 
four hours to T. 98°, P. 88, R. 20. The small quantity of 
air admitted was rapidly absorbed, and by 2 P.M. next day 
the figures were T. 104-4°, P. 112, R. 28. Here another 
attempt at induction was made. The patient, however, 
was so antagonistic that after only 100 c.cm. of air, at 
most, had entered, he displaced the needle from the pleural 
cavity by his violent movements, and from this time on 
refused any further treatment. As the result of this small 
refill the chart readings again fell steadily to T. 100-4°, 
P. 100, R. 28, which figures were reached at 10 o’clock the 
same evening. The air was soon absorbed, the pneumonia 


Fic. 4 (Case 5). 








Fic. 5 (Case 6). 





crisis with the induction. In this case a crisis was 
produced on the third day of the disease; as soon 
as the air was absorbed the disease returned, and the 
natural crisis did not occur for a 
further seven days. This, taken in 
conjunction with the previous results, 
makes it impossible to come to 
any other conclusion than that 
artificial pneumothorax induces @ 
crisis, and that this is due to the 
presence of air in the pleural cavit 

and ceases when the air is chattel 


CasE 6.—Male, aged 23. Admitted 
2 aM. on Nov. 6th. Right lobar 
pneumonia, third day of disease. 

On admission, chart readings were 
T. 102-8°, P. 120, R. 23. Examination 
showed solidification of right lower and 
middle lobes. 

This was the most successful case 
of the series from the clinical standpoint, 
for by now it was fairly clear what the 
correet. technique should be, and the 
necessity for two fills at short intervals 
was fully recognised. As a consequence, 
the patient received 600 c.cm. at 2 P.M. 
on the 6th and 500 c.cm. at 2 P.M. on 
the 7th. At 2 p.m. on the 7th, before 
the second fill was given, the chart 
readi were T. 98-6°, P. 88, R. 24, 
and from this point convalescence 
was uneventful. On giving the second 
fill, it was again noticed that almost 
all the air had been absorbed, and three 
radiograms showed that absorption of 
the pneumothorax was completed in 
less than a week, and that resolution 
occurred as rapidly as before. 


In order to establish as thoroughly 
as possible the identity of the 
artificial crisis with the natural one, 


became fully re-established, and remained so for seven full | estimate was made in this case of the urinary chlorides 


days, when the normal crisis occ 

This case is instructive because it fully meets the 
objection that the crises produced in the previous 
cases were not due to the artificial pneumothorax, 
but were merely accidental coincidences of the normal 





and the white blood count before and after the 
defervescence produced by the pneumothorax. 
Nov. 6th. Urinary chlorides—400 mg. per cent. W.B.C. 


Nov. 7th. Urinary chlorides—640 mg. per cent. W.B.C. 
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There was thus a rise in the urinary chlorides of 
60 per cent. and a fall in the leucocyte count of over 
25 per cent. in less than 24 hours after the induction 
of the pneumothorax, a fact very difficult to explain 
if the mechanism of the defervescence due to arti- 
ficial pneumothorax and the natural crises were not 
essentially similar phenomena. 

A point of interest is that the radiograms of these 
cases showed that acute pneumonia possesses the 
typical distribution of a disease spread by the bronchi 
with the usual predilection for the right middle zone. 
This rules out the suggestion that the disease is a 
septicemia with local manifestations, or that the 
lung is infected from the blood stream. 


Practical Considerations. 

From the experience gained from these six cases, 
it is possible to draw certain conclusions as to the 
therapeutic results obtainable, and also as to the 
technique to be adopted to get the best results. 
These, of course, are only advanced tentatively at 
present. 

The first and most obvious clinical result was that 
the induction of artificial pneumothorax initiated a 
series of events almost indistinguishable from the 
crisis which normally occurs in this diséase. It is 
true that there were certain minor variations noted, 
but these do not affect the practical result. 

The second conclusion is that this control of the 
pheumonic process is at first only temporary, per- 
sisting merely as long as air remains in the pleural 
cavity. Since the absorptive capacity of the pleura 
in this disease is abnormally high—a factor which 
had not been suspected at the beginning of these 
investigations—the time taken to absorb the air is 
a@ matter of hours only, after which the pneumonic 

rocess becomes re-established at its original level. 

y adequate refills, however, this return of the 

ilisease can be forestalled, and when the artificial 
pneumothorax control has been maintained for a 
sufficient length of time (48 hours appears to be 
e@pproximately correct) the pathological process is 
definitely brought to an end, the air can be absorbed 
jwithout any tendency to relapse, and convalescence 
proceeds normally. Resolution in the successful cases 
occurred more rapidly than usual, probably because, 
as the time of the disease was shortened, there was 
less damage done to the lungs and less exudate 
formed in the alveoli than if the pneumonia had been 
allowed to run its full course to a natural crisis. 
: A striking feature of all the cases was the rapidity 
“of the onset of the artificial crisis ; profuse perspira- 
‘tion set in almost as the pneumothorax needle was 
‘withdrawn, and cyanosis and dyspnoea were relieved 
an about 15 to 30 minutes at most, causing correspond- 
dng subjective improvement. The fall of tempera- 
‘ture was well established in two to three hours, and 
‘the patient lost that appearance of acute distress 
‘characteristic of pneumonia. 


POSSIBLE DANGERS. 

, Certain practical dangers had been suggested, some 
serious, others more or less fanciful. The serious ones 
were :— 

_ 1. Pyopneumothorax.—Seeing that empyema is a 
fairly common complication of pneumonia and that 
pleural effusion is almost equally common in artificial 
pneumothorax, this possibility was not to be lightly 
disregarded. To minimise the risk as far as possible, 
the very strictest precautions were taken with the 
aseptic technique during induction, for mixed infec- 
tions, always dangerous, might in these cases have 
‘proved disastrous. Similarly, the greatest care was 





taken to avoid unnecessary injury of the pleura, and 
the points for the various refills were spaced well 
apart. For the rest, the very closest watch was kept 
on the cases, clinically and radiologically, for any 
sign of pleural effusion, and none was discovered. 
There is no evidence, therefore, that the induction of 
artificial pneumothorax tends to increase the liability 
to empyema formation in pneumonia, when under- 
taken with proper precautions. 

2. Cardiac collapse again is a recognised danger in 
the crisis, for it occurs normally, and was, therefore, 
to be anticipated here. In favour of the patient sub- 
mitted to artificial pneumothorax treatment was the 
fact that the crisis was induced several days before 
it would ordinarily have occurred, and, presumably, 
the heart was better prepared to meet the process. 
On the other hand, the artificial crisis was at least as 
violent as the natural one. In young, and otherwise 
healthy, adults, the cardiac condition can be largely 
disregarded, but in elderly and debilitated patients it 
becomes a subject of primary importance, especially 
when treatment by artificial pneumothorax is adopted. 
The extent and severity of the artificial crisis depend 
directly on the volume of air admitted, and are 
thus largely within the control of the operator. 
In elderly patients especially, and to a less extent in 
all cases, it is suggested that reliance should not be 
placed solely on the artificial pneumothorax, but that 
full use should be made of other therapeutic measures. 

A suggested technique is that a full crisis should be 
avoided and a series of small minimal fills given, just enough 
to initiate perspiration, and that the perspiration should 
then be encouraged by the use of a standard diaphoretic, 
such as aspirin, phenacetin, or Dover’s powder. By this 
means the temperature will be lowered in a sequence of 
steps, as it were by lysis, with the minimum of strain on 
the pulmonary circulation, and, at the same time, a pro- 
gressive detoxication’ will be accomplished. Advantage 
could also be taken in Group I. infections of the antitoxic 
effect of Felton’s serum, and, at the same time, adequate 
support should be given to the heart, sec. art. Venesection 
should be of great use inthis connexion. Further experience 
will be necessary, however, beicre the best procedure for 
these cases can be properly established. 

Among the more fanciful dangers suggested were 
death by pleural shock, pulmonary abscess and 
gangrene, pulmonary embolus, and pneumococcal 
septicemia. All that can be said-is that these did 
not occur, and that there seems to be no very valid 
reason why they should. 

It is a matter of indifference where the air is 
admitted ; at first it was admitted over the middle 
of the consolidated area with the idea that any 
freshly formed fibrinous adhesions which might exist 
would be broken down by the passage of air between 
the solid lung and the pleura. There was, however, 
no evidence of any such state of affairs; the air 
entered quite easily, and the lung readily fell away 
from the chest wall. Touching the lung with the 
pneumothorax needle provoked no response from the 
patient, so the visceral pleura is evidently insensitive, 
even when acutely inflamed—in a marked contrast 
to the parietal pleura, which was acutely painful. 
An attempt to avoid this by injecting well away from 
the pneumonic area over healthy lung was not 
successful, the pleura being equally hyperxsthetic in 
this locality. 

SUGGESTED PROCEDURE. 

The following routine is proposed for average 
cases :— 

(1) Preliminary medication one hour before induc- 
tion with morphine gr. }. (2) Thorough local anzs- 
thesia with novocain down to and including the 
parietal pleura. (3) Very thorough asepsis during 
induction. (4) A preliminary fill of 400-600 c.cm. of 
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air, run in very slowly during the negative phase of 
the pressure swing cycle, and with the needle clipped 
off during the high positive phases. (5) A second 
fill 12 hours later of 300—500 c.cm. of air. (6) If the 
pheumonic process is not completely controlled, a 
third fill of 100-150 c.cm. of air may be given in 
another 12 or 18 hours. (7) Simultaneous exhibition 
of a suitable diaphoretic and of Felton’s serum in 
appropriate cases at the discretion of the operator. 
(8) Owing to the very profuse perspiration, the com- 
fort of the patient is much enhanced by warm spong- 
ing p.r.n. and nursing between blankets. (9) In 
cases where it is deemed inadvisable to provoke 
defervescence by crisis, and a gradual fall by lysis is 
aimed at, three fills of 100-150 c.cm. at intervals of 
six hours might be given and further treatment 
judged by results. 

No special points with regard to after-treatment 
were noted. Patients 1 and 3 were given blow- 
bottles with the idea of promoting re-expansion of 
the lung and absorption of any residual air, but this 
did not seem to be really necessary or to be of any 
particular advantage. 

Finally, lobar pneumonia is emphatically not the 
disease on which to gain a knowledge of the technique 
of artificial pneumothorax. 


I am indebted to Dr. R. Kelson Ford, medical 
superintendent of St. Olave’s Hospital, for permission 
to publish these cases, and I also wish to express my 
thanks to my colleague, Dr. M. 8. Purvis, for kindly 
undertaking the treatment and care of these patients 
in his wards. 
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BECAUSE of man’s upright position and mode of 
life under modern civilised conditions, his venous 
system is subject to much stress, and it is not surpris- 
ing that disease of this system is extremely common. 
The modern treatment of varicose veins and of piles 
has made their prevalence more apparent. There 
is now no doubt that the injection treatment of piles 
has largely replaced the operative treatment. There 
is also no doubt that many with insufficient knowledge 
and very inadequate equipment are practising 
this method with a certain amount of success. Their 
complications are many, their results are only 
temporary, and they are bringing discredit on a 
very efficient form of treatment. 

For all practical purposes uncomplicated piles 
produce few symptoms. Bleeding is the commonest, 
and usually the first; it occurs during defecation, 
and the blood is bright red. The second commonest 
symptom is prolapse. In its early stages prolapse 
may occur during defecation, and either reduces 
spontaneously or is easily reduced by pressure. 
With the continuation of prolapse, the external 
sphincter loses its tone and protrusion of the piles is 
effected with less and less force until a stage is reached 
when the piles prolapse during slight exertion. 
Finally they may remain chronically prolapsed. 
As the prolapse becomes more marked the mucous 
membrane becomes thickened and the tendency to 
bleed becomes less. The third symptom is the 
discharge of mucus. This is a late symptom, and is 


may cause a feeling of fullness in the rectum, but pain 
is not a symptom of uncomplicated piles, except while 
they are prolapsed. 

Three things must be done before arriving at a 
diagnosis of piles. First, the anal region must be 
inspected ; secondly, the rectum must be examined 
with the finger ; thirdly, the rectum must be inspected 
with an efficient proctoscope. In certain cases this 
must be followed by sigmoidoscopy and X ray 
examination of the colon before a complete diagnosis 
can be made. 


Treatment. 


Before advising treatment for piles it is necessary 
to make a general examination of the patient. Faults 
in living and in diet can be corrected, and those cases 
where the piles are due to cardiac or hepatic condi- 
tions or are associated with abdominal tumours or 
prolapse of the uterus can be discovered. Unless 
the underlying cause in these cases is recognised at 
the beginning, much disappointment will follow any 
form of treatment. Having excluded the cases 
that have an obvious general or local cause, it is 
necessary to decide the stage of development the 
piles have reached, and also if there are any complica- 
tions. As a rule, complications must be treated first. 


OPERATIVE TREATMENT, 


In long-standing cases, especially where attacks 
of thrombosis have occurred, the piles become 
fibrotic or polypoid. The more fibrotic the piles, 
the less suitable they are for injection treatment. 
Polypoid piles can be treated only by operation. 
Where there is a single large fibroid polyp, and the 
remaining piles are suitable for treatment by injections, 
the polyp can easily be removed under local anesthesia 
and the injections commenced a week later. External 
piles can be treated only by operation. The propor- 
tion of patients suffering from piles that will need 
operative treatment will depend on the surgeon’s 
experience with the injection treatment. With a 
wide knowledge of modern injection methods 80 per 
cent. of cases can be treated in this way. 


INJECTION TREATMENT, 


The treatment is ambulatory. It requires much 
more practice, time, and patience than other forms of 
injection treatment. Unless the necessary instru- 
ments are available, and are in good working order, 
the treatment becomes farcical. 

The following instruments are necessary :— 

1. A suitable rectal speculum. Since good illumina- 
tion is essential, a speculum fitted with a light should 
be considered. The Cameron lighted rectal instru- 
ment and an illuminated rectal speculum made for 
me by Down Bros. are two that meet the requirements. 

2. A graduated syringe. The Morley type of 
syringe is very satisfactory. 

3. Suitable needles. The needles can be a great 
source of annoyance, and, owing to the effect of the 
solution used, show a tendency to become blocked. 
Down Bros. make for me a straight needle, five and a 
half inches in length, with wide bore as far as the 
terminal portion. The terminal portion is of the 
usual bore, made of nickel, and fitted with a guard. 
There is a bayonet catch on the syringe to prevent the 
needles slipping off. When the needles become 
blocked, it is not sufficient to pass a stylette; this 
merely presses the particles to one side and the needle 
quickly becomes blocked again. Screw the guard 
on as far as possible, reverse the needle, insert the 
nickel or gold portion in the nozzle of the syringe, 





the result of frequent or chronic prolapse. Piles 





and forcibly squirt water from the syringe. Some 
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of the water goes through the needle in the reverse 
direction and displaces the particles. 

4. A pair of long Spencer-Wells forceps, to be used 
for swabbing. 

5. A small bowl with cotton-wool swabs. The 
cotton-wool is made into balls the size of a walnut 
before being sterilised. 

6. A bowl for used swabs. 

7. A small enamel bowl or glass beaker into which 
the solution is poured so that it can be drawn up into 
the syringe. 

8. A suitable lubricant such as KY jelly. 

All instruments are sterilised by boiling before 
being used. 

Solution.—The solution used is 5 per cent. carbolic 
in Oleum arachis. A small quantity of the oil is 
warmed, and the carbolic crystals are added. The 
crystals readily dissolve ; the rest of the oil is then 
added. I have given up adding menthol to the 
solution. Almond oil may be used, but does not 
seem to keep well, and seems more likely than the 
other oils to produce symptoms. Oleum nucis 
(Wesson process) is good, but becomes thick and 
cloudy in cold weather and must be warmed before 
being used. The solution must not come in contact 
with water in the beaker, syringe, or needles. 

Preparation of the patient.—If the patient is in the 
habit of taking liquid paraffin, this is stopped for 
two days before the injections. Aperients are not 

iven, but it is best if the bowels open naturally 

ore the injections are given. The patient lies 
in the left lateral position well to the side of the 
couch, with the thighs fully flexed and the knees 
slightly flexed. If, on inserting the speculum, the 
rectum contains liquid feces these can be partly 
removed by wool swabs. A swab or two is then 
inserted high into the rectum to prevent more feces 
coming down, and the portion of bowel below this is 
well cleared with swabs. The swabs are removed 
after the injections are given. 

Injections.—The technique of injecting piles must 
be learnt by practice. The two chief difficulties are 
deciding where to inject, and how to keep the mucous 
membrane under observation. The first ring of 
injections must be given above the piles ; subsequent 
injections are given over the middle, or over the 
lower part of the piles, but never lower than a quarter 
of an inch above the white line. When using my 
speculum the position in relation to the white line 
can be ascertained by partly withdrawing the slide ; 
with experience this becomes unnecessary. Often, 
when giving a posterior injection, a fold of mucous 
membrane is seen about one inch above the white 
line ; injections cannot be given above this fold, and 
if given too close to it, the needle may pierce the 
whole fold. If, on withdrawing the obturator of 
the speculum, one attempts to inject, the mucous 
membrane is pushed away, the needle becomes 
hidden among the folds, and the actual site of injection 
cannot be watched. To avoid this, firmly rotate the 
speculum so as to isolate and fix the portion of 
mucous membrane where the injection is to be given. 
Thus, if the injection is to be into the left side, rotate 


the handle to the right. It is necessary to acquire | pp 


this knack of rotating the speculum. 

The guard is arranged to expose 0-5 cm. of the 
needle. All air is expelled from the syringe. The 
needle is pushed through the mucous membrane by 
& quick, sharp movement, and is changed after each 
injection. The injections are given as follows at 
weekly intervals: first, 2c.cm. anterior; second, 
2 «cm. each, right and left; third, 2} c.cm. each, 





anterior and posterior; fourth, 3 c.cm. each, right 
anterior and left posterior; fifth, 3 c.cm. each, left 
anterior and right posterior. These quantities are 
to serve as a guide only. The mucous membrane 
must be kept under observation while the injection 
is slowly given. At the first appearance of any 
whitening the injection is stopped, no matter how 
little has been given. Whitening is most often due 
to giving the injection into the mucous membrane 
instead of deep to it. Often the mucous membrane 
becomes distended over an area the size of a shilling, 
assumes a@ bluish appearance, and the bright red 
vessels can be distinctly seen. When this stippled 
appearance is produced the injection is stopped. 
The stippled appearance is to be aimed at, but must 
not be expected as a rule with the high injections or 
with those given towards the end of the treatment. 

The subsequent course depends on the progress 
made. If there are now no symptoms the patient 
returns in two or three weeks, and a final injection is 
given. The rectum is examined, and the injections 
placed where they seem to be required. Most 
commonly this final treatment will be 2 c.cm. anterior, 
2 c.cm. right posterior, and 2 c.cm. left posterior, as 
these are the most common sites for piles. 

If the symptoms are still present after the fifth 
injection, the treatment is continued at weekly 
intervals. If the piles continue to prolapse, expose 
a little more of the needle, so as to inject more deeply 
into the pile. Limit the quantity given deeply at 
one point to a maximum of 3 c.cm. and do not inject 
with much force. If an injection will not go in with 
moderate force, then fibrosis is sufficient at that 
point. It is particularly necessary to make sure that 
the high injections have produced fibrosis. When the 
high injections have been proved to be efficient, then 
inject at a lower level. Occasionally it is necessary 
to give 10 or 12 injections to cure prolapse. 

It is very rare for bleeding to persist after the fourth 
injection. If it persists after a few more low injections, 
then it is probably not coming from the piles and the 
case requires further investigation. 

Complications. 

Various complications may occur in spite of the 
reports to the contrary. Most of these are probably 
due to the oil. The type of oil may not matter, but 
I am inclined to think that complications are more 
common after the use of almond oil. 

1. Unconsciousness.—This occurred four times in 
about 300 cases, after the injection of 4-6 c.cm. 
All the cases were strong, healthy men, and 
unconsciousness occurred one or two hours after the 
first injection and lasted a few minutes. The patients 
felt well afterwards, and had no trouble with the 
subsequent injections. Mild symptoms, probably 
cerebral, that the patients find difficult to describe 
have occurred on rare occasions. Since limiting the 
first injection to a maximum of 2 c.cm. no cases of 
unconsciousness have occurred in the last two years. 

2. Influenza-like symptoms.—These occur chiefly 
after the first injection, commence within 12 to 24 
hours, and last one to three days. The temperature 
may reach 101° F. at night. In rare cases they may 
ted after the second injection, especially 
if it is given within a few days of the first. These 
symptoms have been practically eliminated since 
giving up the use of almond oil and menthol, not 
pow solution that has been made up for several 

, and giving only 2 c.cm. at the first injection. 
More care has been taken with the sterilisation of all 
instruments, and water has not been allowed to come 
in contact with the solution. 
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3. Pain.—After the injecti there is frequently 
@ feeling of fullness in rectum for a few hours, 
especially towards the end of the treatment. 
Occasionally there is actual pain, and this may last 
as long as 24 hours. Severe pain means one of the 
following complications :— 

(a) Fissure.—This develops in about 2 per cent. of cases 
and is due to the use of a speculum and the effect of the 
carbolic. It is more likely to occur if any of the 


solution is not swabbed out with cotton-wool. fissure 
must be treated before continuing with the injections. 


b) Thrombosis or strangulation .—This foll 
it pile meer vo after an caged: and is as 9 qoomptty 


(ce) Thrombosed external pile.—This may be the cause of | 


the pain, but is probably not more likely to happen while 
the piles are being injected than at other times. 

(d) Necrosis.—If the injection has been given into the 
mucous membrane, and this becomes white over an area of 
half an inch or more, ogy Fe = a is a 
superficial ulcer. There ma n for a few days. 
Such ulcers heal quickly. it the injection has been given 

into the and much pressure has been > 


deep necrosis may follow and be accompanied by pain. 


4. Hamorrhage.—(a) Primary : Appreciable bleed- 
ing may follow immediately the needle is removed. 
Without treatment, this may continue for several hours. 
If there is any bleeding or return of the fluid on 
withdrawing the needle, immediately apply a cotton- 


wool swab and hold it firmly in place until all bleeding | 


has stopped. (b) Secondary: Slight secondary 
hemorrhage may occur from superficial ulcers. 
Marked secondary hwmorrhage only occurs after 


deep necrosis. It is extremely rare after the modern 
method. I had one case when using 20 per cent. 
carbolic in glycerin and water. 

5. Urinary affections.—There have been rare cases 
where the patient has had painful and frequent 
micturition after the injection, or there has been blood 
and albumin in the urine. These conditions have 
probably been due to an anterior injection given too 
deeply or to the effects of carbolic on the kidneys. 

6. Ischio-rectal abscess.—This occurred twice in 
cases treated at hospital. It is probably caused by 





faulty sterilisation of the needles. In each case it 
| was necessary to incise and drain the abscess. 

| Recurrence.—The treatment by submucous injec- 
| tions has not been in use long enough for me to 
| state the percentage of recurrence. Treating 80 per 
| cent. of cases by injections will give at least 10 per 
| cent, of recurrences within two or three years. Many 


| 


| of these can again be made symptom-free by a further 
necessary, | course of injections. 
showing that diffusion has been limited by fibrosis, then 


Injections do not interfere with a subsequent 
operation. In severe cases, where treatment has 
failed after several injections, the operation has proved 
easy, the bleeding has been remarkably little, and the 
final results excellent. The injection treatment of 
internal piles gives late results that are inferior to 
operative treatment. In spite of this, the majority 
of rev ems choose the injection method because it is 
ambulatory, is free from serious complication, is 
practically painless, and, on the whole, gives good 
results. 
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A CASE OF PRIMARY CARCINOMA 


DEVELOPING, AT INTERVALS, IN THREE DIFFERENT 
PARTS OF THE BUCCAL CAVITY. 


By Lorp MOYNIHAN, 
PRESIDENT OF THE ROYAL COLLEGE OF SURGEONS OF ENGLAND. 





In October, 1928, I removed the right half of the 
tongue of a man, aged 48, for “carcinoma in an early 
stage.” There was a small hard sessile papillomatous 
tumour which was 
slightly ulcerated ; it 
was surrounded by 
patches of old 
leukoplakia. Subse- 
quently Crile’s 
operation for removal 
of the glands of the 
neck was performed 
on the right side. In 
May, 1931,the 
patient returned with 
a large carcinoma- 
tous ulcer on the 
right anterior pillar 
of the fauces. This 
was treated with 
radium. There was 
no sign of disease 
in any other part of 
the buccal cavity. In 
October, 1931, the 
patient again re- 
turned, with a small 
wart on the inside of 





base was hard. I removed it. The pathological 
examination showed “early carcinoma.” The fauces 
and the remainder of the tongue showed no evidence 
of disease. 

_ All these three growths were discrete; there was 
no visible connexion between any two of them. The 
pathological reports of Prof. M. J. Stewart showed 
that each was malignant. In cases of early malignant 
disease of the tongue, easily accessible, I confess 
to a preference for surgery over treatment by radium. 
I have performed many operations for removal of 

half the tongue for 

carcinoma, and have 
never yet seen an 
example of local 
recurrence. I must 
state this explicitly 
because recently in 
consultation in 
London with one who 
is expert in the treat- 
ment of cancer with 
radium we differed 
as to the treatment 
of a case of very 
early carcinoma at 
the side of the tongue. 
My colleague’s 
objection to opera- 
tion was ‘‘the 
frequency of local 
recurrence after re- 
moval.” As I have 
never met with an 
instance of this 
disaster I remain of 


the left cheek; its Composite drawing showing the three growths, which appeared separately. the opinion that in 
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early cases where removal is ae possible it may still 
be preferred to radium, though radium has displaced | 
surgery in al] cases where extensive or mutilating opera- 
tions would be necessary. In cases of removal of half 
the tongue, with well-planned incisions allowing of | 
reconstruction, clear articulation is soon restored. 

I have never before seen two separate primary 
malignant growths in the mouth. As there were | 
three in this patient, I consider a record of the case | 
may prove interesting. 





THE PILLION RIDER’S PELVIC SPLIT 
ACCIDENT. 


By J. M. Durr MITCHELL, M.D., B.Sc. ABERD., 
F.R.C.S. ENG., 


HON. SURGEON, ST. ANTHONY’S HOSPITAL AND SUTTON 
AND CHEAM HOSPITAL. 





A SUDDEN splitting of the soft tissues of the pubis 
and perineum, accompanied by separation of the 
pubic bones and exposure of pelvic viscera, without 
any fracture, is an accident which one would expect 
to occur fairly commonly in pillion riders. I am not 
aware, however, of a case having been hitherto 
recorded. 

In studying the special mechanics of this accident 
in regard to stress and strain, the formation of the 

vis and its ligaments should be briefly considered. 

ormally a slight amount of movement can take 
place in the sacro-iliac joints, the sacrum rotating 
round an imaginary line drawn transversely through 
its second piece ; this range of movement is increased 
in the pregnant woman. To quote Cunningham : 
** In the erect posture the promontory of the sacrum 
is withdrawn to the full extent from the symphysis. 
When the body is bent forwards the symphysis and 


Ay <A 















s 
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Figs. I.-IV. (explanation in text). In Fig. III. : s=symphysis ; 
hial tuberosity. . 


U.T, urogenital triangle ; 1.T. =isc 
the promontory are approximated and, in consequence, 
the tension of the sacro-tuberous and sacro-spinous 
ligaments is increased.” The anterior sacro-iliac 
ligament, as compared with the strong posterior 
ligaments, is very weak indeed. 

In the erect sitting posture the sacrum forms the 


a or free ; 
“j 


keystone to an arch, the lines of stress passing from | rider’s seat on one side of the urogenital triangle, 


the ischial tuberosities through the outer angles of 
the keystone, thereby pressing the iliac articulating 
surfaces against the outward-spreading sacral articu- 
lations (arrow A in Fig. I.). In the bent forward 
| position, however, the keystone effect of the sacrum 
| does not exist. In this position the line of pressure 
is through the ilium behind or outside the sacro- 
| iliac joint ; at the same time there is a rotatory move- 
ment at the sacro-iliac joint, so tensing the posterior 
| sacro-iliac ligaments. In other words, in the bent 
forward position the sacrum is, in a measure, suspended 
from the iliac bones by the posterior ligaments, so 
that the lines of tension pull the ilia together behind 
the sacro-iliac joints, and by a system of leverage 
—through these joints acting as fulcra—two opposing 
stretching forces are directed on the symphysis pubis 
(arrow A in Fig. II.). This stretching force at the 
pubic arch is taken advantage of by obstetricians 
when they recommend patients in the last stage of 
labour to adopt the bent forward lying down position. 

In the quadruped or in the bent position in man, 
with the weight of the body passing through the 
extremities, this tendency to separation at the pubis 
is counteracted by lines of stress passing through 
the acetabula and directed in front of the sacro-iliac 
joints, using them as fulcra in an opposing system of 
leverage (arrow B in Fig. II.). Any strain directed 
outwards against the rami of the pubic arch in a 
rider bent forward with no counteracting pressure 
through the acetabula would, of course, add to this 
separating force at the symphysis. The same 
mechanism takes place in the operation of symphysio- 
tomy, where there is a tendency for the pubic bones 
to separate too far, unless an assistant exerts pressure 
ay the acetabula by pressing both hips together 
(Fig. I1.). 

The pillion rider generally sits with the body 
inclined forwards, and with the thighs flexed at an 
angle of 90° with the trunk. In the erect 
posture the pelvic brim forms an angle 
of 60° to the horizontal; in the bent 
forward position, therefore, the line of the 
pelvic brim is almost perpendicular to the 
plane of the saddle. Viewed from the front 
the thighs form an angle at the pubis of 
from 80° to 100°. The average maximum 
angle in this position is about 120°, that is, 
‘= B 15° to 20° more for either thigh if the 

2 opposite one is fixed to the saddle. Any 
sudden stretching of this angle by forcible 
abduction of either or both thighs may 
possibly have the following consequences : 
(1) throw the rider free from the bicycle 
on the other side; (2) capsize both rider 
and bicycle, the underlying leg being fixed 
the relative position of seat to 
perineum may or may not be altered. 

Injuries from extreme and sudden abduc- 
tion may conceivably range in severity 
from rupture of the adductor muscles to 
dislocation of a hip-joint. It is extremely 
doubtful whether severe and sudden abduc- 
tion produced by leverage at a point in the 
thigh below the perineum would be sufficient 
to cause separation of the pelvic bones. 
By the time the force reached the pelvis it would 
have spent itself in damage or dislocation to knee- 
or hip-joints. If, however, the position of the 
seat relative to the perineum is altered so that, 
combined with excessive abduction, there is a 
direct blow or force exercised by the edge of the 
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there is sufficient force to split the urogenital triangle 
and wrench the pubic bones apart at the symphysis, 
which in the bent forward position is already under 
tension. Fig. III. shows the position of the seat relative 
to the perineum before an accident, the lines of force 


Fic. V. 





A, external sphincter; B, levator ani; c, bulbus vestibuli 
and bulbus cavernosus ; D, crus clitoridis and ischiocavernosus ; 
E, gracilis; F, bladder; G, vagina; H, rectum; I, medial 
head of rectus abdominis ; J, lateral head of rectus abdominis ; 
K, transversus perinei. 


being directed through both ischial tuberosities. 
Fig. IV. shows the position of the seat caused 
by an accident, the line of force being directed 
through the urogenital triangle against the right 
pubic ramus. 

The female pelvic outlet lends itself more than the 
male to the chance of this accident, because the 
female pubic arch is wider and more rounded. The 
pillars of the female arch “‘ are somewhat excavated 
and sloped from within outwards, so that their inner 
surfaces look forward ’’ (Gray), and present a larger 
area to any blow. The sharper the edge of the seat 
the more concentrated the force of injury. 


A CASE. 


This appears to have been the mechanical action 
in the following case where a motor bicycle, on trying 
to pass one car, was met by another coming in the 
opposite direction. The motor bicycle appeared to 
be thrown on its side, and skidded in that position 
for about 20 yards, taking the pillion rider with it. 
The driver died eight hours later from a very severe 
compound fracture of the right femur. The pillion 
rider, a girl aged 15 years, was admitted into Sutton 
Hospital at 10 p.m. on May 28th, 1931, in a state of 
severe collapse. Operation was performed two hours 
later. Inspection in the lithotomy position showed 
the injury as a large, well-defined tear beginning 
two inches abeve and one inch to the right of the 
symphysis pubis, and extending downwards through 
the right labium majus to and through the anterior 
wall of the anus. The right pubic bone fell away to 
the right of the middle line, showing a wound three 
inches in width, and exposing to view the bladder, 
vagina, and rectum. In detail the following anato- 
mical damage was observed, and is shown in the 
accompanying sketch (Fig. V.). 

Above the pubis.—The strong lateral head of the rectus 


abdominis was separated from the medial head of the rectus 
and from the pyramidalis for 2} in. upwards, so exposing 
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At the level of the symphysis pubis.—{1) The right pubic 
bone was se from the fibro-cartilaginous symphysis. 
(2) - edl ph ny F ne ilis — 1 in. in length, 
remai e sis. (3) The sub i 

ligament was torn across. fai ” re. ony 
Through the urogenital triangle.—({1) The inferior layer 

of the urogenital fascia was torn in the line of the wound. 

(2) The crus clitoridis and the ischio-cavernosus muscle 

were torn from their attachments to the right ramus of the 

pubis and ischium. (3) Part of the right bulbo-cavernosus 

muscle was torn near its insertion into the perineal body. 

(4) The right transversus perin#i muscle was torn near its 

insertion into the perineal body. (5) The superior layer of 

the urogenital fascia was torn through and exposed the 

base of the bladder, the vaginal wall, the levator ani, and 

the lower part of the rectum. (6) The anterior border of 

the levator ani, running from the body of the pubis to the 

external sphincter and perineal body, was fully exposed, 

and the levator ani was completely separated from the 

vaginal wall. 

Posterior to the urogenital triangle.—The anterior wall 
of the anus with the external sphincter muscle and fibres 
of the levator ani was completely torn across to a depth 

of 14 in. 

Operation.—}. The depth of the wound having 
been cleaned with spirit and saline, the pubic bone 
was drawn to the cartilage of the symphysis by silver 
wire passed in a mattress loop through both pubic 
bones. 2. The two heads of the rectus abdominis 
muscle were drawn together by interrupted catgut 
sutures. 3. The levator ani was united to the wall 
of the vagina by two fine catgut sutures. 4. The 
external sphincter and the torn levator ani fibres 
were united by deep and superficial catgut sutures. 
5. For purposes of drainage, a piece of rubber glove 
was passed to the base of the bladder over the anterior 
edge of the levator ani. 6. The skin edges were 
drawn together by silkworm gut. 7. A rubber 
catheter was passed, and 3 oz. of slightly blood-stained 
urine were withdrawn. The catheter was retained 
for 48 hours, and liquid paraffin, 3.ss, was given thrice 
daily by mouth. 

On the third day the catheter was withdrawn. Urine 
was passed voluntarily in the evening after an injection of 
pilocarpine gr. 4. The vulvar parts were much swollen and 
discoloured, but there was no maturia. 

On the fourth day the rubber drain was removed and an 
enema was given. Urine was passed morning and evening 
after pilocarpine gr. }. On the seventh day full power 
was regained over micturition and defecation. 

For the first week there was a fair amount of purulent 
disch from the wound which, with the exception of a 
small sinus at the upper end, healed completely at the end 
of four weeks. Two months after the injury the silver 
wire was removed by a transverse incision above the pubis, 
and firm fibrous union to the symphysis was demonstrated. 
A radiogram showed no other damage to the pelvis. 

On the second day pitting edema of the right leg and 
thigh was noticed. This cleared up in seven weeks, and 
obviously resulted from traumatic phlebitis of the right 
external iliac vein, probably due to sudden stretching. 
The only other associated injury was a lacerated flesh 
wound exposing tendons on the anterior surface of the right 
ankle-joint. It is probable that this was caused by a 
graze from the oncoming car. 

The girl was able to walk out of hospital at the end of 
August. 

Needless to say, the consequences of such an 
accident to a young woman may be very severe 
indeed, and although in these days of motor accidents 
pillion riders will always run the same risks as others, 
it may be that this particular form of accident can 
be prevented by the knowledge that sharply angulated 
saddles or seats are extremely dangerous. 


SUGGESTIONS. 

Pillion riding comes under the new “ Road Traffic 
Act” of 1930 in so far that *‘ only one pillion rider 
is to be carried and that person must sit astride on a 
proper seat securely fixed to the cycle.” As far as 
I know, the Act makes no definition of what it means 





the cave of Retzius and the upper part of the bladder. 





by ‘“‘a proper seat.” Three main types of pillion 
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seats are on the market at the present time, and none 
of them eliminates the chance of this type of accident. 


1. Proba' the most used and the most da us is 
the oblong iron framework, fixed above the mud- 
» on which can be strapped either luggage or a padded 

for a pillion rider. 

An iron oblong skeletal framework similar to the 
above, but having attached to it a number of spiral spri 
sup a ded leather cushion. This is commonly 

» and is capable of causing the above type of accident. 

A pneumatic or sorbo leather cushion with no solid 
framework, attached to and resting on the padpeeed, which 
in the modern motor bicycle is about 6 in. broad. This 
pattern, although much superior to the others, does not 
entirely eliminate danger from the edge of the mudguard 
or from the tool-bag cages, which are generally on either 


side of the mudguard. 

4. As the best pattern I would suggest a design similar 
to a horse’s saddle, fixed like (3) to the mudguard, but with 
padded side flaps, and given spring by means of enclosed 
air cushions. 

I would also recommend that motor insurance 
companies should insist on having a design as free as 
possible from the dangers associated with the present 
types. 


A CASE OF HYSTERICAL FUGUE. 
By W. D. CHamspers, M.D., F.R.C.P. Epin., 


MEDICAL SUPERINTENDENT, JAMES MURRAY’S ROYAL ASYLUM, 
PER H 





AND 
W. McC. Harrowes, M.D. Grasea., D.P.M., 


DEPUTY MEDICAL SUPERINTENDENT. 





A case of hysterical fugue which recently passed 
thro our hands is reported because, though 
Sioviline to the police-court reports in the daily 
press such cases are by no means rare, they do not 
often appear to be very closely investigated from the 
psycho-pathological point of view. 


CASE-HISTORY. 


About midnight on June 19th, 1931, a man of 
early middle age approached a constable in a street in 
Perth, N.B., and said to him : ‘‘ Are you a policeman ? 
Can you tell me where I am?” He was sober, 
clean and reasonably tidy, and his behaviour was 
conventional. He was told he was in Perth, and 
appeared surprised, saying: ‘‘ This is not Perth— 
that’s where I live.” Assured that he was in Perth, 
Scotland, he said that he ought to be in Perth, 
Western Australia. 

So normal did he otherwise seem to be that the 
constable, after a brief and unfruitful examination 
at the police office, guided him to an hotel where he 
was given a room in which he passed a sleepless night. 

On the following day at noon he was seen by 
one of us. He looked physically well, but was worried, 
dejected, and uneasy. He wore a frown and was 
restless. He complained of a dull pressure type of 
frontal headache and of a sharp occipital pain. His 
conversation was clear, rational, and not retarded. 
Enunciation was clear. He stated that he could not 
recall his name, whence he came, or anything at all 
of his past history. 

In his pocket had been fourid two Bank of England notes 
each of £100, a notebook containing business cards of a firm 
in Perth, W.A., and a number of addresses, and he had a 
few poapene. During interrogation he admitted a vague 
recollection of some business activities in Perth, W.A., 
and a few minutes later began to wonder if his name might 
be “‘ Arthur” and his initials ‘‘A. A. A.” It should be 
noted here that Arthur might have been a christian name 
or a surname. He puzzled about the banknotes, 
and said that he had never seen them before, and would 
never carry notes of such a denomination or so much money. 





Also he could not understand why he had no cheque-book. 
He had a silver watch with the initials J. T. on it, knew 
oor on ore Woarch of the clothing wae cobalt 
was property. c was u 3 
His hat, wi he name of & Path, WA heather hed tre 
initials ‘‘ A. A. A.” on the band, and was padded with a 
Perth, W.A., newspaper. 


After consideration he was advised to go to hospital 
for observation and treatment, to which he willingly 
assented. He had more than once asked the doctor 
if he were “ going insane,”’ and if he would recover. 
On the way to the hospital he asked if he were being 
taken to an asylum. 


On admission he was given treatment for his headache, 
and later divided doses of veronal totalling grs. xv. He was 
not questioned or disturbed, but reassured, and asked to 
refrain from forced efforts at recall. 

Neurological and general Fo wre examination revealed 
no abnormality. The men -atus showed good retention 
and concentration. Calculation was well done. The orienta- 
tion showed a fault (he said it was 1932), but was otherwise 
noi 3 
During the following 24 hours he slept almost continu- 
ously, waking for short intervals, and having a feeling of 
drowsiness and fatigue. portunity was taken of this to 
perform a hypnosis. The attempt at hypnosis aimed 
at a light degree, and the suggestions were ually made. 
He experienced some weariness and relaxation as suggested, 
but hypnotic closure of the eyes was not effected nor did 
he go into even a light hypnosis. In two hours, hypnosis 
was again attem: , using as suggestions the sensations 
experienced by him during the first attempt. Even with this 
generally powerful method no success resulted, indicating 
a high degree of resistance. 

Recovery of memory was then begun on a conscious level 
by ordinary associational methods, and by initiating what 
might be ex to be stereotyped patterns of speech and 
thought. is thought content was investigated, and found 
to contain certain recurring items. These were the word 
Bristol, a memory of an automobile accident, the feeling 
that he had to catch a boat, the recollection of adding up 
columns of figures till he was wearied, and a vague idea 
eat the £200 found in his pocket was for some business 

eal. 

Gradually, in talk, he recovered an increasing number 
of details of his , beginning from his early youth. He 
remembered his birthplace and birthday, school os * and 
early jobs, his F pegs! and his brothers and sisters. In this 
way he gave his history in considerable detail up to and 
including the war years, at the end of which he had married. 
Thereafter he became more vague in chronology, but not in 
detail. This might have been normal, for he had been at 
many different places and had held a number of posts. 
The last clear memory was of being a real estate salesman in 
Perth, W.A., and of selling up his home as if to leave the 
country. He gave the street and number of the house he 
had there. He described a concussion with over a week’s 
resultant unconsciousness, which had occurred when riding 
a steeplechase eight or nine years before. 

Suddenly, while discussing some triviality at a break in 
the examination, he remem the date of sailing from 
Australia and the name of the boat. He added that his 
wife had sailed before him, but could not remember if there 
were children with her. This recall seemed to bring some 
memories ‘‘to the tip of his tongue,” where they were 
blocked against a marked resistance. Pictorial memories 
of the past were plentiful, but did not serve to fill in the 
amnesia. During examination with a sphygmomanometer 
he remembered having seen a physician before he left 
Australia, who warned him of a possible breakdown. 


At this point the police intervened. The case had 
been reported in the local press. In the eyes of the 
police the patient was a simulator, either a criminal 
and a fugitive or a man who was attempting to 
extenuate or excuse a misdemeanour by a pretended 
loss of memory. They pointed out that within five 
years one of us had been consulted by them in three 
cases of alleged loss of memory, all of which had 
turned out to be simulation. Although two of these 
cases had not been subjected to a really searching test, 
in essence the police view was highly tenable. 

He was seen by two detectives, who ini him for 
an hour and a nett, Soins him that = seats oe | Oe 
address, his father-in-law’s name and address, and his 
sister-in-law’s name. No other memories were obtained, 
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and the pales was upset by the examination, which he 
o— as 


would like that,”’ and realised that he had spoken his wife's 


For two days no more memories were obtained, and he 
became tense and panicky, saying he wanted to get out, 
and felt cooped up. This was met by his bed on 
an open parse It was noticeable, however, that the 
disturbance came at a time when his memory was well-nigh 


ih 


A week after his appearance in Perth his wife 
arrived. Recognition was immediate, and the patient 
became emotional and tearful. His wife’s account 
of the events was that early on June 19th, while staying 
with her in their new home in Somerset, the patient 
said he was not at all well and had a headache. He 
went to see a physician who told him he was nervous, 
and to be careful. (Possibly this is the memory 
which he has misplaced back to Australia.) - Leaving 
the physician he went to the bank, drew two hundred 
odd pounds, and disappeared. She confirmed the 
details of his life story as he had told it. She said 
he was a non-drinker, a moderate smoker, and a 
satisfactory husband. The £200 was the balance 
of the purchase price of a small business which they 
had decided to buy. They were going to settle down 
as small shopkeepers in a little village in Somerset, 
and he was, in fact, intending to complete the 
transaction that day. 

When he left the hospital he had no more recollec- 
tion, he said, of the events between leaving Australia 
and the day he appeared in Perth, than he had on 
admission to hospital. 

The physician whom he saw on the day when his 
fugue took place, Dr. T. H. A. Pinniger, of Glaston- 
bury, was struck by his manner. He was restless, 
said he had a headache, and feared insanity. There 
appeared to be no physical disorder, and he was clear 
mentally. He wished, however, to be given medical 
grounds for not going on with the business deal on 
which he was engaged. Dr. Pinniger again saw him 
after discharge, and noted that the only amnesic 
features were a failure to recognise the auctioneer 
who sold him the business, and the previous owner. 
By July 20th his memory was not much better, and 
he stil] failed to remember the voyage home and the 
business purchase. As well as this information his 
wife stated that his health had not been good for 
some time before leaving Australia. Details, however, 
are not given. We are much indebted to Dr. Pinniger 
for his help and notes on this case. 


COMMENT. 


We have no doubt that this was a genuine case of 
hysterical fugue with a very clear psychological 
motivation. The patient was a young, active, 
healthy, pyknic, “mixing” type. He had led a 
roving adventurous life. He was Australian born, 
thought there was no country like it, and had during 
examination refuted the suggestion that he might 
be going to settle in this country. Before he left 
he had been comfortably off in an attractive open-air 
billet. His wife, a quiet, cold type, did not like 
Aurtralia and had induced him to sell out and come 
home to run a pastrycook’s business in a coun 

. Tt became clear that he was appalled at the 
idea of “settling down” so very finally and com- 
pletely as the situation before him implied. He had 


of adding up interminable figures, no doubt 
to the scrutiny of the acoounts of the litle shop. 
Adequate conscious motive for his conduct was 
absent. He had paid beyond hope of recovery s 
considerable sum for the business, and the £200 
was equally the sum required to complete the purchase 
and the last of his capital. Within not more than 
15 hours of his disappearance in Somersetshire he 
deliberately put himself in the hands of the police 
in Perth and afforded such clues that, had they been 
widely and promptly circulated, were bound to have 
attracted his wife’s attention at once. On the 
appearance of his wife he was obviously unfeignedly 
relieved and glad. 

It is of importance that the memory loss was not 
of the “all or nothing” type. His memory was not 
restored intact in a flash. It was a fragmentary 
return, some of it fortuitous, some by painful effort, 
and the disturbance could clearly be better described 
as a dysmnesic rather than amnesic. The well- 
marked affective reaction was also of interest. 

The taking of a railway ticket for Perth by this man 
who wanted to go back to Perth, W.A., goes far 
beyond mere plausibility, and is either inspiration 
—in which case he did not follow it up—or the 
genuine expression of a well-established hysterical 
phenomenon. 

The scepticism of the police has already been 
mentioned. The possession of a large sum of money 
in unusual form by a rather shabby and unlikely 
individual, who could not account for himself or it, 
combined with their previous experience of apparently 
similar cases, and lastly the rapid production of 
valuable names and addresses during and after the 
police interrogation, con with the slow and 
apparently reluctant recall of unhelpful details under 
medical methods, made the official opinion that the 
man was a malingerer very difficult to combat. (We 
ought to say that later the police were converted, 
and were most kind and helpful to the patient and 
his wife.) But the case demonstrates that the 
problems of the hysterical fugue, not matters of life 
and death as in war, yet present in civil life, present 
various medico-legal difficulties and call for the most 
careful investigation. 





A CASE OF FOCAL OSTEITIS FIBROSA. 


By G. B. Woopp Wa ker, M.B. Cams., 
F.R.C.S. EnG., 


ASSISTANT SURGEON TO THE WEST LONDON HOSPITAL. 


(WITH ILLUSTRATIONS ON SPECIAL PLATE.) 





THE case to be described is of special interest at the 
present time, when attention is being focused on 
osteitis fibrosa associated with parathyroid tumour 
and disturbance of calcium and phosphorus meta- 
bolism. No such metabolic disturbance could here 
be demonstrated and no general absorption of 
calcium was found; yet the wide distribution of the 
disease suggests that the condition is not completely 
described as “ focal.” LL. Ollier (1899) noted its 
tendency to affect the homolateral extremities, while 
others '~ have remarked its association with the area 
of supply of a peripheral nerve; and these facts are 


try | probably significant. 


The mode of onset, without pain or fracture, the 
degree of involvement of the skull, and the paraplegia 
from deformity of the spine make this case peculiar. 





described in examination the tormenting recollection 


It illustrates features of a disease with affinities, 
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clinical and histological, to many other generalised 
and localised bone diseases, from Paget’s disease to 
bone cysts—an affinity whose histological aspects 
have been well described by Lawford Knaggs.* 

History.—The patient, a girl, 15 years of age, 
was perfectly fit until about three years ago, when 
she began to have difficulty in walking, and stiffness 
ef the right knee, but without any pain. She was 
treated at the Tite-street Hospital for six months 
for flat-feet, and both ankles were in plaster for 
six months. After that the stiffness disappeared, 
and the patient was able to walk, though she was 
rather weak and unable to run. About nine months 
ago she became knock-kneed and was operated on 
at the Royal National Orthopedic Hospital. After 
this she was able to walk quite well, but still could not 
run: Later the difficulty in walking recurred, both 
legs being stiff, the right more than the left. In 
August, when admitted to West London Hospital, 
she could walk only very deliberately. She was quite 
well apart from the stiffness of legs and had never 
had any pain. She stated that she had had bony 
swellings over the left orbit and in the left little 
finger all her life. No fractures. No abdominal 
colic. Hearing good. Vision good. Action of bowels 
regular. Catamenia started at 13 years; regular, 
lasting three days. Micturition, no abnormality. 

Family history.— 
No history of bony 
abnormality or 
fractures. Mother, 
two brothers, 
one sister, one 
nephew (by sister) 
examined and 
found normal as 
regards skeleton. 
No history of bone 
defect in grand- 
parents. 

Physical exami- 
nation. — Rather a 
slight girl, looks 
younger than her 
age. Weight, 
6 st. 1 lb. Height, 
4 ft. 5 in. Only 
slight development 
of breasts, but 
well-marked 
development 
of pubic hair. 
Teeth excellent. 
Tongue and throat 
clean. No enlarged 
glands, no 
edema; no 
anemia, jaundice, 
cyanosis, or clubbing. Sclerotics very slightly blue. 
No enlargement of the thyroid. 

Cardiovascular system.—Apex-beat inside the 


clavicular line ; first and second sounds all areas. 
pressure: 90 systolic, 50 diastolic. 

Lungs.—Vesicular breathing, no added sounds. 

Abdomen.—Slightly distorted. from scoliosis (Figs I. and 
II.) ; nothing abnormal palpated ; no tenderness. 

Central nervous system.—Pupils equal, and central, 
react to light and accommodation. Cranial nerves normal. 
Upper limbs: deep reflexes present and equal, not 
exaggerated ; no disturbance of motor or sensory functions. 
Trunk: abdominal reflexes absent: no band of hyper- 
zsthesia detected, and no abnormalities of sensation; 
but on inspiration, muscles of the fourth intercostal space 
move well, muscles of the fifth space less well, and muscles 
of the sixth space not at all (Dr. George Riddoch). Lower 


Fie. I. 








Showing the irregular deformity of the 
head and the scolio-kyphosis of the 
spine. The operation scar for removal 
of portions of the tenth and eleventh 
ribs is seen on the right side. 


mid- 
Blood 





limbs: marked spasticity in extension, especially of the 
right; very marked paresis; considerable wasting of 
calf muscles; knee-jerks exaggerated and ual; ankle- 
jerks exaggerated, right more than left ; ankle-clonus present 
on the right side; plantar response, extensor, right and 
left ;, sensation to pinprick 
and touch appears normal ; 
no loss of postural sense. 


Fie. II. 


The main features of the 
skeleton are as follows :— 


Skull.—(Fig. III.) 
Measures 22-5 in. in circum- 
ference, and is very 
irregular. There are three 
large bony bosses: (1) 
anteriorly, over the left 
frontal region, just outside 
the orbit, the size of a 
plum (4-5 by 2-5 by 1 cm. 
deep); (2) posteriorly, in 
the left occipito-parietal 
region, the size of an orange 
(15 by 10 by 5 ecm.); (3) 
posteriorly, .in the right 
occipital region, the size 
of a plum (6 by 5 by 1 cm.). 
These masses are not tender ; 
they are merely prominences 
of the bone. 

Limbs.—The limb bones 
are normal, except the ulnar 
half of the left hand (Fig. 
IV.), which shows a slight 
smooth bony swelling of 
the fourth and fifth meta- 


carpals. The left little 
finger has a fixed flexion 
deformity. Rather exces- 


sive radial deviation of the 
forearms on the arms. Tibize 
13-5 in. equal in length. 
Spine.—(Figs. V. and VI.) 
ere is marked _scolio- 
kyphosis, with the greatest 
curvature in the thoracic 
region to the right with 
winging of the right scapula. 





Showing the good general nutri- 


There is no tenderness of tion of the patient The 
the spine, and no notice- “Partie position of legs is 
able displacement of (the ° 
vertebre. 

Ribs.—Slight irregularities can be felt. WHarvison’s 


sulcus is seen. 
Pelvis.— Normal. 


The following is a summary of the radiological 
reports. 


Hands.— Union of all phalangeal and metacarpal epiphyses- 
Right, normal. Left (Fig. IV.), osteitis fibrosa of first, 
fourth, and fifth metacarpals; first, fourth, fifth prox. 
phalanges, and all phalanges of the third, fourth fingers. 
All epiphyses are joined almost five years before time. 

Forearms and arms,—Nil, except epiphyseal advance. 

Feet.—No loss of calcium, but possibly strie in the patient 
are accentuated and possibly some loss of joint space. 
Epiphyseal advance. 

Tibie.—Slightly less calcium than control. Definite 
linear rarefaction on zone of calcium decrease in region of 
epiphyseal line. Definite accentuation of stri# and bone 
pattern. 

Femur.—Zone of decreased calcium deposit at epiphyseal 
line. Accentuation probably due to decrease in calcium 
deposit throughout. Deformity of lower end of femur, 
with buttressing on concave side. Upper epiphyses joined, 

Pelvis.—The sacrum is prominent. Epiphysis at iliac 
crest not joined, other epiphyses joined two to three years 
before time. 

Chest.—(Figs. V. and VI.). ‘ There is enormous deformity, 
most marked between the second and sixth vertebre, 
with angulation at the fourth. Osteitis fibrosa affecting the 
vertebral bodies and the ribs on both sides. 

Kidneys.— No evidence of renal calculus. 


Special investigations gave the following results :— 


Blood.—( August 25th) red cells, 5,050,006 ; hemoglobin, 
86 per cent.; leucocytes, 8400 (polymorph neutrophils, 
55 per cent.; polymorph eosinophils, 1 per cent. ; mono- 
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«ytes, 2 per cent. ; 
time, normal ; 


lymphocytes, 32 per cent.) ; “dotting 
Wassermann and Kahn tests, negative. 


Calcium Metabolism.—(Investigation by Dr. Donald Hunter.) 





Plasma phosphorus 


Date in | Serum calcium Plasma 
1931. jg. per 100 ¢.cm m*ntemolysed et phosphatase. 
Sept. 16th | 9-6 2-8 0-650 
» 20th 9-5 2:3 0-640 
24th 10-0 2-0 } 327 
28th 9-7 2-8 
3°8 -—— 


Nov. Ist 9-6 


On a calcium-deficient diet (306 g. per three-day poset 
the output of calcium was as follows :—Urine: period i 
0-28 g.; period ii., 0-30 g. (normal 0-17). Feces: period i., 
0-28 g. ; period ii., 0-17 g. (normal 0-38). (Dr. Hunter.) 

Urine.—Specific gravity, 1015. Acid. No Bence-Jones 
protein (six occasions). 

Cerebro-spinal fluid.—{August 16th). Pressures: cistern, 
130 mm. water ; lumbar, 160 mm. water. After withdrawal 
of 1 c.cm. from cistern and lumbar regions: cistern, 130 mm. 
water; lumbar, 20mm. water. Cerebro-spinal fluid from 
cistern: globulin not increased; total protein, 0-025. 
erebro-spinal fluid from lumbar : globulin much increased ; 
total protein, 1-00. 

Slit-lamp_ report.— C. E. Goulden): ‘In the centre 
of the foetal nucleus of ies lens there is a collection of fine 
opacities, which are not dense enough to interfere with 
vision. These belong to the earliest days of life.” 
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| investigation, 


logy of both specimens undisturbed. | 
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Histology.—On Aug. 14th two fragments of rib were removed 
for examination and report. The tenth rib was normal bone, 
while the eleventh showed osteitis fibrosa. It was reported 
that there is no giant-celled tumour (myeloma) admixture. 

Laminectomy was performed following a blood 
transfusion on Oct. 14th. The lamine of the upper 
six dorsal vertebrae were removed. Evidence of 
compression of the spinal cord at the level of the fourth 
vertebral body was found, pulsation below this 
level being absent, until the third lamina was removed. 
The spinal dura was not opened. No relief of 
symptoms has followed operation. X ray therapy 
has been given without obvious result. 


I am much indebted to Dr. Donald Hunter, who 
admitted the patient to the London Hospital for 
and for the information thereby 
obtained. My thanks are due also to Dr. Redvers 
Ironside for the neurological investigation, and to 
Dr. H. M. Worth for the radiograms reproduced. 
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Tumours of the Breast. 


Their Pathology, Symptoms, Diagnosis, and Treat- 
ment. By Sir G. LenTHAL CHEATLE, K.C.B., 
€.V.0., F.R.C.S.; and Max Cutter, B.Sc., M.D. 
London : Edward Arnold and Co. 1931. Pp. 596. 
50s. 


For 35 years Sir Lenthal Cheatle has interested 
himself in the diseases of the mammary gland ; this 
study has been his hobby as well as part of his pro- 
fession, so that the subject must have occupied his 
thoughts during a large part of his life. His incidental 
publications have been numerous, and now, with the 
help of a younger American collaborator, Dr. Max 
Cutler, he has gathered together his accumulated 
material into one large volume. This forms so com- 
prehensive a study of the diseases of the breast that 
wonder is immediately aroused as to why the title 
““'Tumours of the Breast ’’ should have been chosen. 
It is always pleasant to find more in a book than was 
expected instead of less, so that the surprise is of 
the right kind ; and the volume must indeed contain 
the most detailed study of the diseases of the breast 
that has ever been published. Only the inflammatory 
jesions of the breast have been omitted, and these 
would in any case form but a small portion of a 
complete treatise. 

Sir Lenthal Cheatle has already published separate 
papers on ‘** mazoplasia ’’—i.e., the “chronic mas- 
titis’’ of other writers, on the genesis of carcinoma 
of the breast, and on Paget’s disease of the nipple. 
All these subjects are here developed very fully, being 
preceded by exceedingly interesting chapters on the 
anatomy “and physiology of the breast, congenital and 
acquired abnormalities, and “ natural laws in patho- 
logical growth.” There is nothing conventional 
about the views expressed and the outstanding 
value of his book lies in the fact that almost the 
whole of it is based on original observations. Original 
theory without an adequate basis of facts may always 
be mistrusted, but here this criticism is at once dis- 


armed. The writings of other authors have been | 


¢arefully: sifted, and the listed. references form a 





full index to the aattess but in addition the new 
theories are very fully documented with case-histories 
and illustrations of specimens and whole sections of 
the breast, cut by a special technique, which is 
described at the end of the book. The illustrations 
comprise, in fact, 18 coloured plates and 468 figures 
in the text, so that the authors’ hope that the book 
may be used as an atlas as well as a work of reference 
is likely to be realised. 

To the differentiation of mazoplasia from other 
innocent lesions of the breast prominent attention is 
given. It is claimed that this condition is really the 
result of a physiological process which is universally 
present up to the menopause, and few will nowadays 
question the propriety of abandoning the old name 
“chronic mastitis,’ with its unjustified implication of 
an inflammatory basis. There will be less general 
agreement as to making so clear-cut a distinction as is 
done by Sir Lenthal Cheatle between mazoplasia and 
the cystic lesions of the breast which may be lumped 
together under the name of ‘ Schimmelbusch’s 
disease.”” Some of the objections to his contentions 
have been urged by Mr. Sampson Handley in the 
Bradshaw lecture delivered last year before the 
College of Surgeons and published in these columns, 
and they may well be consulted. For this is 
probably the most arresting part of the book, since 
it has an important bearing on the genesis, and there- 
fore the prophylaxis, of carcinoma of the breast. 
But extremely interesting to the specialist is Sir 
Lenthal Cheatle’s very full account of Paget’s disease 
of the nipple with descriptions of 17 specimens ; 
this is, however, a rare condition, and is a relatively 
unimportant part of the general question of 
malignancy. 

Sir Lenthal Cheatle’s work is not intended to be 
a student’s text-book, but is addressed rather to the 
pathologist and to the scientifie surgeon. It is, in 
fact, one of those rare books, a clinical treatise 
inspired by a truly scientific spirit, so that every 
scrap of clinical evidence is used to the full, and every 
specimen obtained at operation or in the post- 
mortem room is scrutinised and made to yield its 
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share of ocular demonstration. The authors have 
carried out their task admirably and have received 
from their publishers excellent technical support. 





Science and Practice of Dental Surgery. 


Second edition. Edited by Sir Norman BENwNeETT, 
M.A., M.B., L.D.S., Consulting Dental Surgeon to 
St. George's Hospital and the Royal Dental 
Hospital. London: Oxford University Press, 
Humphrey Milford. 1931. Two vols. Pp. 1568. 
£4 4s. 


Tue first edition of this book was published as 
long ago as 1914, and it is common knowledge that 
the appearance of this edition has been eagerly awaited 
for some years. But the task of revising thoroughly 
a book on such a large scale as this, especially in view 
of the many advances which have been made in 
dentistry, must have been very great. The first 
edition was in one volume with double columns of type. 
In many respects it was unwieldy and awkward to 
handle, while the illustrations were not always 
adequate. This edition has been expanded into 
two volumes and at the same time considerably 
enlarged.. The paper is better and the illustrations, 
which are of excellent quality, have been increased 
from 993 to over 1200. 

The revision has been thorough and in many cases 
the articles are entirely fresh. It is significant of the 
growth of orthodontics that the greater part of the 
first volume, over 600 pages, is devoted to this subject 
from the pens of the Editor and Mr. H. Chapman. 
Some may regard such an allocation as excessive 
in a book which is intended for the general practitioner, 
and in view of the comparatively small part which 
orthodontics play in dental practice. But while 
the general usefulness of this book might have been 
increased if some of the space devoted to orthodontics 
had been allotted to other subjects which are treated 
with considerable brevity—such as local anesthesia 
which is not adequately described—yet the school 
of dental surgeons, which is interested particularly 
in orthodontics, will be grateful for the masterly 
exposition supplied by the editor. It is inevitable 
that in a book with many contributors the sections 
should be of unequal value and that overlapping 
and lacunz will both exist, but the most serious risk, 
that of contradictory statements, is avoided. Readers 
according to their special predilections may cavil 
at the excessive space given to some subjects and the 
scanty measure granted to others. But on what- 
ever aspect of dentistry information is sought, with 
only the rarest exceptions, a sound account will be 
found. 

We note with some regret that the section 
on the legal aspects of dentistry which appeared 
in the first edition has been omitted, for this is a 
subject of great importance, and the practitioner 
might have been greatly aided had an authoritative 
section on the legal complications of dental practice 
been included. Among the various sections a few 
may be singled out for special praise. The chapter 
on gold inlays, by J. G. Parfitt, is a masterly account, 
clear and concise. The chapter on odontomes, by 
W. James and E. A. Councell, is full of interest, 
and contains some new matter bearing on the zxtiology 
of dental cysts and granulomata of a quite startling 
character. The chapter on fractures of the jaws, 
by Kelsey Fry, is another excellent résumé. The 
practitioner who desires to keep abreast of advances 
in dental surgery will add these volumes to his 
library. 








Laboratory Diagnosis. 
By Epwin E. Oscoop, M.A., M.D., Assistant 
Professor of Medicine and Biochemistry, University 
of Oregon School of Medicine; and Howarp D. 
Haskins, M.D., Professor of Biochemstry at the 
School. London: J. and A. Churchill. 1931. 
Pp. 475. 21s. 


Approved Laboratory Technique. 

Prepared under the Auspices of the American 
Association of Clinical Pathologists. By Joun A. 
Koimer, M.D., Dr. P.H., Professor of Pathology 
and Bacteriology, Graduate School of Medicine, 
University of Pennsylvania; and Frep BorRrner, 
V.M.D., Associate Professor of Bacteriology at the 
School. Assisted by C. ZEntT Garser, A.B., M.D., 
Associate in Pathology, Peking Union Medical 
College. London: D. Appleton and Co. 1931. 
Pp. 663. 30s. 


Clinical Diagnosis by Laboratory Methods. 
Seventh edition. By J. CampBEeLL Topp, Ph.B., 
M.D., late Professor of Clinical Pathology, 
University of Colorado; and Artuur H. Sanrorp, 
Professor of Clinical Pathology, University of 
Minnesota. London: W. B. Saunders Co., Ltd. 
1931. Pp. 765. 288. 


Bedside Interpretation of Laboratory Findings - 
By Micuaret G. Wout, M.D., Associate Professor of 
Experimental Medicine, Temple University Medical 
School. London: Henry Kimpton. 1931. 
Pp. 321. 25s. 


Prof. Osgood and his collaborator have adopted 
the somewhat unusual plan of dividing their work 
into two parts, the first dealing with indications and 
interpretations, and the second with technique. 
This gives the volume an interesting outlook wider 
than that of the ordinary text-book on clinical patho- 
logy. The first part will be of interest to those not 
actually engaged in the performance of laboratory 
aids to diagnosis. It is comprehensive and, on the 
whole, sound. The authors have shown originality 
in ineluding a section on the clinical pathology of 
pregnancy, a subject which is usually passed over in 
works of this sort ; this is not the strongest section 
of the book, but is of definite value. To speak of 
eclampsia as a “specific” toxemia of pregnancy 
bespeaks optimism as to the state of our knowledge 
of the xtiology and pathology of this syndrome ; 
and the assurance that eclampsia does not tend to 
occur in successive pregnancies must not be accepted 
without reservations. The effect of liver in the 
so-called “‘ pernicious anemia of pregnancy ”’ awaits 
conclusive proof; the authors fail to mention the 
sovereign virtue of blood transfusion in this condition. 
Improvements resulting in simplification of the 
technique haye made the Zondek-Aschheim reaction 
a less formidable undertaking than the description 
implies. Taken as a whole, however, the first part 
of the book should be of real value to students and 
practitioners, clinicians and laboratory workers alike. 
The section on technique is all that it should be ; 
as might be expected from authors whose work on 
the normal blood has brought them an international 
reputation, Prof. Osgood and Prof. Haskins have 
provided a section on blood examinations which is 
particularly valuable. 

The authors of ‘“‘Approved Laboratory Tech- 
nique” express the hope that it will promote the 
establishment of standards for the performance 
of the diagnostic laboratory procedures in general 
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use. The book has been prepared under the auspices 
of the American Association of Clinical Pathologists, 
and all methods included have had the sanction of 
at least five members of the Association. That 
some standardisation of clinical pathological methods 
is desirable there can be no doubt. The work has 
been undertaken under the wise direction of Prof. 
Kolmer ; it should find a place in every up-to-date 
pathological laboratory. 

The first edition of Prof. Todd’s work appeared 
in 1908; since then, as Prof. Todd remarks in his 
introduction, “clinical pathology has undergone 
marvellous development and the book has of necessity 
grown in size and scope with each new edition.” It 
has long been known throughout the English-speaking 
world and there must be few pathological laboratories 
either in this country or America in which it is not 
frequently consulted. This seventh edition, like all 
its predecessors, shows discrimination in the choice of 
simple and yet efficient methods of technique and in 
disregard of the unessential. These characteristics 
make it peculiarly valuable to the student. 

** Bedside Interpretation of Laboratory Findings ” 
is a book: by a clinician and for clinicians. Prof. Wohl 
shows a proper sense of the place played by laboratory 
procedures in modern medicine, and his interpretation 
of their results is sound and well balanced. While 
urging the practitioner to perform his own examina- 
tions where possible, he recognises that there are 
many procedures which are quite beyond either 
the time at the disposal of the clinician or the 
capacities of his “office” apparatus. It is doubtful 
if anyone even with the help of such a book as this 
can correctly interpret the results of a laboratory 
test unless he himself be fully conversant with its 
technique ; the converse proposition—that no test, 
not even the Wassermann reaction, can be correctly 
interpreted in the absence of Tull knowledge of the 
individual case is given full weight by Prof. Wohl. 
In face of the present widespread belief that it is 
possible satisfactorily to divorce the laboratory 
worker and the clinician this truth cannot be restated 
too often. Prof. J. McFarland, of the Department of 
Pathology of the University of Pennsylvania, con- 
tributes an introduction in which he deplores the 
disappearance of the “old time family doctor,” a 
class which, according to him, must now be relegated 
to the “company of medicine men, magicians, and 
priests of antiquity.” This seems a somewhat 
hard judgment. Fortunately in this country the 
family doctor is still with us and it is in particular 
to him that Prof. Wohl’s book will be of value. 





Headache. 
By Wiru1aM H. Rosey, M.D., Clinical Professor of 
Medicine, Harvard Medical School. London : 
J. B. Lippincott Company. 1931. Pp. 234. 21s. 
Prof. Robey, like most writers on headache, com- 
ments on the frequency with which the symptom is 
encountered and the multiplicity of causes that may 
be responsible for it, as well as on the difficulty of 
classification and complete comprehension. On the 
whole, he has been as successful as any of his pre- 
decessors, and his monograph may be recommended 
as a reliable guide. It is regrettable that in places 
the style is careless and even slovenly, although three 
colleagues are indicated as associated with proof 
reading. The arrangement employed in the formation 
of paragraphs with arresting headlines is occasionally 


The material too is uneven: there is dispropor- 
tionate detail in some chapters; in others the sub- 
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ject receives scant presentation. The allotment of 
only two and a half pages to treatment is 
certainly inadequate. Admittedly the first considera- 
tion of a physician when confronted with a case of 
headache is to isolate the cause in the hope of employ- 
ing appropriate measures, but it falls to the lot of 
every practitioner to be frequently compelled to 
resort to purely symptomatic treatment; and some- 
thing more than mere enumeration or formal reference 
to the properties of the numerous analgesics in use 
is expected in a monograph. The author sometimes 
allows himself to be diverted from his subject. 
Having mentioned that trichiniasis may cause head- 
ache, he proceeds to an unnecessarily detailed clinical 
study of a case in his experience: a reference to 
mercury leads to the description of a sensational 
suicide by corrosive sublimate. Aleohol is admittedly 
a cause of headache, but that hardly justifies a some- 
what undignified reference to dipsomaniacs and 
secret drinking. And whilst the information imparted 
in the analysis of the causes and treatment of con- 
stipation is unexceptionable, it is out of place in the 
present connexion. The chapter on migraine stands out 
as authoritative, though we do not share the author’s 
regret that patients are not properly instructed 
by their physicians in the examination of their 
excreta. The statistics in connexion with cerebral 
tumours are most instructive and useful. The defects 
of Prof. Robey’s book are especially noticeable because 
parts of his book are so good. 





Elektrophorese, Elektro-osmose, 
dialyse in Fliissigkeiten. 

By P. H. Pravusnitz, Dr.-Ing. (Jena), and J. 

ReitstétTErR, Dipl-Ing., Dr. Phil., Dr. Teehn. 

(Berlin). Dresden and Leipzig : Theodor Steinkopff. 

1931. Pp. 307. 

TuIs treatise, which the authors rightly describe 
as a compilation of facts in which as far as is possible 
unproved hypotheses have been avoided, deals with 
the phenomena which appear when electric fields 
are applied to colloidal systems in the broadest 
sense. The three factors concerned in_ electro- 
phoresis, electro-osmose, and streaming potentials 
are a potential difference between the liquid and 
particles therein, relative motion between them, and 
a potential between two electrodes in the liquid. 
If a potential be so applied, motion occurs, the 
particles moving if they be suspended in the liquid, 
or the liquid moving if the particles be fixed as a 
diaphragm ; conversely, if relative motion be applied 
by forcing the liquid through a diaphragm a P.D. 
is set up between the electrodes. These phenomena 
depend in magnitude on the electrokinetic potential, 
and the exact part of the book is concerned largely 
with the modification of the electrokinetic potentials 
by many important factors, such as dielectric constant, 
adsorption, nature of the particles, and of the ions 
in the solution. Electrodialysis, the promotion and 
acceleration of true dialysis by application of an 
electric potential difference, is linked to the other 
phenomena discussed by its dependence on the 
permeability of membranes. The authors are to be 
congratulated on using the term “ elektrophorese ” 
exclusively ; since the great proportion of particles 
in watery media migrate to the anode, the popularity 
of the term “ kataphoresis ’’ is to be wondered at. 
“ Elektro-osmose”’ is used instead of the longer 
“‘ elektro-endosmose.”’ 

Apart from the treatment of the purely scientific 
aspect of these phenomena and a fully illustrated 


Elektro- 
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deséription of various ingenious types of apparatus, 
a‘ large portion of the book is devoted to practical 
and industrial applications. The patent literature 
is abstracted at great length. In addition to the 
large number of references in the text, an extensive 
bibliography and a patent index complete a really 
modern reference book of great value. The applica- 
tion of the principles of electrophoresis and endosmose 
may well prove to be of great value in biology. Little 
has so far been done, but it seems that they may 
provide a weapon for the differentiation of proteins. 
Again, the electric charges on bacteria may be studied. 
‘or the purification of sera and antitoxins electro- 
dialysis has been used ; this is a field in which Dr. 
Reitstétter has done much work. But from the direct 
application of in-vitro results to processes in the living 
organism we are especially warned by the authors. 





L’Anesthésie. 
En pratique chirurgicale. By R. Monon, Chir. des 
H6pitaux de Paris. Paris: Masson et Cie. 1931. 
Pp. 154. Fr.22. 


Tus small book gives a clear exposition of the 
principles on which general and local anesthetics are 
best employed. Details of administration of various 
anesthetics, and of the phenomena produced by their 
introduction into the body, are not, as a rule, 
attempted, but the reader is given sound and logical 
guidance in the choice of an anesthetic, and the 
appropriate method of giving it to various kinds of 
patients and in different circumstances. The author 
has no predilection for any one method, pointing out 
forcibly that to-day there are many good methods 
and several anesthetics, and that although a routine 
method may be satisfactory in many instances, 
yet there are many others where the surgeon’s facility 
and the patient’s good recovery can only be assured 
by selecting the method best suited to the particular 
condition present in the individual case. A surprising 
feature is the space and number of illustrations given 
to the subject of choloroform administration by 
apparatus of the “draw-over” type—a technique 
which we regard as almost obsolete. The administra- 
tion of ethylchloride continuously for long operations 
is described, but adequate “ gas and oxygen ” appar- 
atus for the same purpose is very inadequately noticed. 
Endotracheal anesthesia has apparently not yet 
crossed the Channel, and the pages on spinal analgesia 
are meagre considering the importance of the method. 
On the other hand, the chapter on examining and 
treating patients before serious operations is excellent, 
and contains information not often found in books 
of this kind. 


The Cause of Cancer. 

By W. E. Gre and W. J. Purpy, M.B., Messbate 

of the Scientific Staff of the National Institute for 

Medical Research. London: Cassell and Co., Ltd. 

1931. Pp. 515. 30s. 

Tuts important work contains controversial matter 
which cannot adequately be discussed in our review 
colamns. A special article by Dr. W. Cramer on the 
latest developments of Dr. Gye’s work, as set out in this 
book, will be found on p. 40 of this issue. 








British Journal of Children’s Diseases. 


THE latest number of.this journal (Vol. XX VIIL,; 
October-December, 1931) contains a paper on 


Experimental Scarlet Fever by Means of the Scarla- 
tinal Hemolytic Streptococcus, by Drs. T. Toyoda, 
of the Japanese 


Y. Futagi, and M. Okamoto, 





type. 
the aroma is good. The low content of sugar will no 
doubt be appreciated by those whose sugar tolerance 
is below the normal. 





Government Isolation Hospital, 


Dairen, Manchuria. 








They record the inoculation of eight children aged from 
3 to 7 years, by swabbing their throats with cultures 
of hemolytic streptococci from scarlet fever cases. 
Positive results were obtained in three cases in which 
new strains of streptococci were applied, as shown by 
the appearance of sore-throat, fever, a rash, and a 
positive Schultz-Charlton reaction, whereas similar 
experiments undertaken on five cases with old strains 
of scarlatinal streptococci proved negative.—Dr. F. G. 
Wood-Smith, who contributes a paper on Purpura 
in Scarlet Fever, states that this is a rare complication. 
Both sexes are equally affected, but children more 
commonly than adults. The purpura, which is 
probably due to capillary damage caused by the 
toxin of the scarlatinal streptococcus, may develop 
during the course of any type of scarlet fever, whether 
mild or severe, the commonest time for its appearance 
being the third week of the disease. The platelet 
count, though often decreased, may be normal. All 
forms of purpura in an degrees of severity may 
be encountered.—In a r on Hair-eating and 
Pica in Children, Dr. [ hy mith reports the case of 
a girl, aged 3 years, who during six weeks passed 
four hair balls per rectum. On inquiry it was found 
that she had been in the habit not only of swallowing 
the hairs from blankets, but also eating wall-plaster 


and pieces of wood. Dr. Smith regards pica as a 


bad habit similar to thumb sucking, nail biting, 
masturbation, and some cases of enuresis, in which 
bad feeding, lack of training, poor surroundings, 


and limitation of interests all play a part.—Dr. W 


Gordon Sears describes a case of Dwarfism with 
Stippled Epiphyses in a youth aged 19, the most 


striking features being the radiogram of transverse 
striation of the epiphyses of the femora and tibi#.— 


In a paper on Helminths as a Cause of Meningitis, 
Dr. L. J. M. Laurent reports a case in a girl aged 


3$ years sent to hospital certified as suffering from 
cerebro-spinal meningitis, the symptoms being vomit- 
ing, convulsions, photophobia, nuchal rigidity, and 
general 
cerebro-spinal fluid, 
clear and sterile, 
evacuation of a large quantity of thread-worms. 


irritability followed by drowsiness. The 
though under pressure, was 


and recovery took place after 


Reference is made to other cases of meningism or 


meningitis due to worms.—In addition to society 
intelligence, the issue contains an account of the 
International Congress of Preventive Pediatrics held 
at The Hague last September, when the subjects for 
discussion were the mortality during the first ten days 
of life and return cases of scarlet fever. 
appended forms a useful guide to contemporary 
pediatric literature. 


The index 
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(P. B. BURGOYNE AND CO., BURGOYNE HOUSE, DOWGATE HILL, E.C.) 


Tuis Australian wine has been well known to the 


medical profession for very many years and has 
again been analysed with the following results. 


Alcohol by volume .. 15-3 per cent. 
Total extractives .. aa ne - =a 


Containing sugar... . >a 
Fixed acidity (as tartaric acid) 0-49 ,, » 
Volatile acidity (as acetic — O46» 
Mineral matter . Cis ~« 
Tannin, natural colouring “matter 

and by-products of fermentation ae a & 


The mineral matter contains iron equivalent to 
0-05 per cent. (as Fe,0;) of the extractives. Colouring 
matter not natural to a red wine was tested for 
with negative results. 


It is unfortified. 
This is a natural and attractive wine of the Burgundy 
It may be described as rich to the palate, and 


The amount of iron present 


adds to the tonic value of the wine. 
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For the 

Treatment of 
INFLUENZA, PNEUMONIA, 

COUGHS, COLDS, BRONCHITIS, etc. 





An organic arsenical salt of Quinine 
indicated in Influenza, Acute Coryza, etc. 


Dose—One three times a day. 


KINECTINE 


Tubes of 10 Tablets: 






A particularly safe and reliable analgesic 


CRYOGENINE and antipyretic in all febrile conditions. 


(Lumiere) Bronchitis, Pneumonia, Influenza, Pleurisy 

Powder and Tablets: Dose—From 0°50 to 2°50 gm. daily as required. 
ORARGOL Colloid for general antisepsis and effective 
colloidotherapy. 


Ampoules of 5 c.c. and 10 c.c. 


By intravenous or intramuscular injection Orargol is capable of 
aborting serious cases of Influenza and Pneumonia, and exerts an 
antitoxin-like effect in acute infectious conditions. 


Also supplied in special O.R.L. Outfit for Nasal Irrigation in 
the treatment of Rhinitis, Tonsillitis and Naso-pharyngeal 
inflammations. 


Extremely valuable as a prophylactic against Colds and Influenza. 


An electrically prepared Gold-Silver 


A combination of Guaiacol, Calcium and 























SYRUP CREOSAL 
(Dubois) 


An excellent specific for 
Bronchitis, Laryngitis, 


SYRUP PERTUSSIS 


(Gabail) 


An effective medicament for the Paroxysms of Whooping Cough. 


Phosphoric Acid pleasantly flavoured with 
Syrup of Orange Flower & Cherry Laurel. 


Coughs—whatever their origin— 
and all Catarrhal Conditions. 










A combination of deodorised Valerianate, 
expectorants and sedatives presented in a 
palatable form with Syr. of Raspberry. 














LITERATURE AND SAMPLES ON REQUEST FROM 


The Anglo-French Drug Co., Ltd., 


238a, Gray’s Inn Road, LONDON, W.C.1. 
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Built up according to Biurgi’s theory of synergism 


“VERAMON’ 


| 
4 
induces pronounced analgesia. 
Ae Safe in therapeutic doses. 


Effective in pain arising from no matter what 
cause. 


Dosage :—1-2 tablets (6 grains) as required. 
SCHERING LIMITED, 3, Lloyd’s Avenue, London, E.C.3 
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OUT-PATIENT FINANCE. 


THE year 1932, which may test severely the 
principles of voluntary hospital finance, should see 
a speeding-up in the long overdue reform of the 
overcrowded out-patient department. At the 
present time nearly 4} million new out-patients 
attend during the year at hospitals in England 
and Wales, and, while in the last decade the number 
of such new patients in London has increased by 
10 per cent., the number of attendances has 
increased by nearly three times that percentage. 
It was expected that general practitioner service 
under the National Health Insurance Acts would 
gradually deplete the out-patient department ; 
there was in fact a drop but only a temporary one, 
and the effect can no longer be discerned. More- 
over, the recent approved society valuation shows 
that there will be less money available for addi- 
tional benefits, which must now be cut down all 
round, and altogether discontinued in the case of 
61 per cent. of insured women. The Hospitals 
Year Book calculates’ that the individual out- 
patient costs about 6s. 8d. It is not difficult to 
see that this little cumulative item may be the last 
straw that breaks a hospital’s solvency, and we 
note with sympathy that the governors of the 
Newcastle Royal Infirmary have decided to limit 
the casual and out-patient departments of that 
great voluntary hospital to consultative work 
and to services of a special nature which are not 
available elsewhere. 

In London where, so far, the more suggestions 
that are made for changing the out-patient hall 
the more the department remains the same thing, 
a small but significant proposal comes from without. 
The Hospital Saving Association, numbering close 
on a million members, would like to secure for them, 
on payment of a guinea, the right of seeing a 
consultant or specialist at his private house by 
appointment, instead of waiting to see him at 
hospital. Approach was made in the first instance 
to the head office of the British Medical Association 
which secured the general approval of its repre- 
sentative body, subject to acceptance of a scheme 
by a meeting of the consultants concerned. This 
meeting was held on Dec. 10th and decided by a 
substantial majority to draw up a list of physicians, 
surgeons, gynecologists, dermatologists, oto-rhino- 
laryngologists, and consultants in physical medicine 

to see and advise at a modified fee members 
of the Hospital Saving Association and others 
of like economic status. It was said at this 
meeting that the Royal College of Physicians of 








London raised no objection to the principle of 
such mass consultations at a reduced fee, although 
Lord Dawson expressed his personal conviction 
that in the long run no satisfactory service of the 
kind could be given outside the four walls of an 
institution. 

This view of consultation as team-work has 
been growing in cogency ever since its first 
enunciation in the Dawson Report (Interim Report 
of the Consultative Council on Medical and Allied 
Services. Ministry of Health. 1920), and it is set 
out again in Dr. A. R. Frret’s letter on p. 55. 
At one stage or another in most chronic illness a 
point is reached when some review of diagnosis 
or treatment or some pooling of information is 
desirable, which is outside the daily round of the 
most versatile individual practitioner. It is recog- 
nition of this fact that has filled the out-patient 
departments of teaching hospitals—for these deal 
with more than a third of the out-patients in the 
whole country—and has kept them full in spite 
of all the work of almoners and all the good 
intentions to carry out the recommendations of 
the committee appointed by King Edward's 
Hospital Fund for London 20 years ago. A 
good half of the out-patients now are believed to 
be consultation cases, and who would contend 
that the need for consultation is even yet fully 
met? The King’s Fund raises the question 
whether out-patient departments should not be 
used only for purposes of consultation. That 
is one of the questions which has been remitted 
for consideration to a new committee of inquiry, 
of which the medical members are Sir Jonn Rose 
BraprorpD and Dr. F. E. FrRemMantie. They will 
have to consider the possible relief afforded by 
other public medical services—including those 
taken over from the poor-law, and by a full use 
of general practitioner treatment, also bearing in 
mind what a large proportion of the population 
now contracts for hospital treatment by contri- 
butory associations. They will have to meet the 
oft-repeated claim that hospital out-patient depart - 
ments are competing unfairly with the practitioner. 
Economic stringency is taking these matters out 
of the region of leisurely academic discussion into 
one of practical urgency. It may be, as the 
management committee of the King’s Fund suggests, 
that the search for a solution of the out-patient 
problem may open up even wider questions than 
it did in 1911. But the solution must be found, 
and found quickly, if the voluntary hospital 
principle is to survive in the form we now have it. 


in 


GASTRIC HYDROCHLORIC ACID. 


THE exact part which the gastric hydrochloric 
acid plays in the bodily economy is still in some 
respects unexplained. The secretion has of course 
a definitely bactericidal action which may be of 
great importance ; at the same time it is certain 
that some people go through life without producing 
any hydrochloric acid, yet suffer from no dyspeptic 
or general symptoms. In others, it is true, an 








absence of hydrochloric acid in the stomach is 
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associated with diarrhoea, which may be partly 
due to the passage of living organisms through the 
stomach into the intestine. But this diarrhoea 
may alternatively be ascribed to rapid emptying 
of the stomach, such as is commonly found with 
achlorhydria, and the consequent entrance of 
irritating and partly broken-up foodstuffs into the 
duodenum ; and it is noteworthy that similar 
diarrhoea sometimes develops after gastro-enter- 
ostomy, although the hydrochloric acid secretion 
may be normal. 

It has always been thought that the emptying 
time of the stomach is in some way associated 
with the acid secretion, and as long ago as 1907 
W. B. Cannon definitely formulated the theory 
of the “ acid control ”’ of the pylorus, according to 
which the pyloric sphincter remains closed while 
the duodenal contents are acid, and opens when 
they become alkaline. Such chemical control 
by means of the gastric acidity was soon found 
incapable of explaining the whole mechanism 
of stomach evacuation, and other explanations 
were sought. J. Eart THomas! now suggests 
that the regulation is by stimuli both from 
the stomach and from the small intestine. 
Hydrochloric acid as such appears to play quite 
a minor part in governing the opening and closure 
of the pylorus, and THomas thinks that various 
factors are able, reflexly from the duodenum, to 
delay gastric evacuation by increasing the tone 
of the pylorus and inhibiting the motor activity 
of the pars pylorica. Of these factors, acidity may 
be one, but products of digestion (especially of fat) 
are others. As we noted not long ago,? the entrance 
of oil into the duodenum is capable of inhibiting 
both motor and secretory activity of the stomach, 
and THomas also records prolonged inhibition of 
the pars pylorica after introduction of fat into the 
duodenum, though only after quite a considerable 
latent period. There can no longer be any doubt 
that it is not the reaction alone, on either side of 
the pylorus, which governs the opening or closing 
of this sphincter, and the presence of hydrochloric 
acid is not necessary for normal gastric evacuation. 
Since neither the function of the gastric acid as 
a bactericide or as a regulator of pyloric activity 
appears to be essential, it has been suggested that 
its primary ‘“ purpose’ may be to maintain the 
acid-base equilibrium of the body; that is to 
say, it is held that the stomach may behave 
somewhat like the kidneys and lungs, and excrete 
acid when the hydrogen-ion concentration of the 
tissues tends to shift to the acid side. Viewed in 
this light, the hydrochloric acid of the stomach 
would be an excretion—much as carbon dioxide 
in the lungs or acid phosphate in. the urine are 
excretions—and its output would vary according 
to the condition of the body as a whole, rather 
than according to any conditions within the 
stomach itself. 

F. L. Aprerty and M. C. CraBTREE,’ without 
in any way entering into the discussion of such a 
theory, have lately recorded some experiments 





? Jour. Amer. Med. Assoc., Dec. 5th, 1931, p. 1663. 
* THE LANCET, 1931. i., 537. 
* Jour. Physiol., 1931, Ixxiii., 331. 
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which suggest that the condition of the blood 
largely determines the secretion of hydrochloric 
acid and the emptying time of the stomach. They 
have studied gastric acidity by means of fractional 
gruel test-meals under varying conditions of 
plasma bicarbonate and blood reaction—i.e., in 
experimental conditions of alkalosis and acidosis 
similar to those occurring, for example, at high 
altitudes, or in diabetes. From their results in a 
number of ingenious experiments they conclude 
that the bicarbonate content of the blood plasma 
determines the concentration of the gastric hydro- 
chloric acid during a fractional test-meal, and that 
the emptying time of the stomach is determined 
by the hydrogen-ion concentration of the blood. 
Such conclusions support the suggestion that the 
gastric mucous membrane may be an important 
regulator of the body’s neutrality mechanism, 
and that gastric acidity is partly an expression 
of the reaction of the body as a whole. It would, 
for instance, be interesting to know the output of 
hydrochloric acid into the stomach after heavy 
exercise when “acid” is being excreted in large 
amounts in the urine and breath. To take another 
example, it may be that the achlorhydria found 
so commonly in fevers is not due, as K. Fasper 
believes, to an endogenous or blood-borne gastritis 
from circulating toxins, but merely to relative 
excess of bicarbonate in the: blood owing to over- 
breathing (hyperpneea) and washing-out of alveolar 
carbon dioxide—a condition comparable to the 
hyperpneea produced by immersion in a hot bath, 
in which APPERLY and CRABTREE found a dimi- 
nished acid secretion of the stomach. Very broadly 
speaking, it may be that the more acid the body 
tends to become, the more hydrochloric acid will 
the stomach excrete, and the more alkaline the 
body, the less acid will the stomach put out, 
thereby maintaining the normal reaction of the 
tissues. If such views and observations were 
correct the question of gastric hydrochloric acid 
would assume a new significance, and R. BaLint’s 
treatment of gastric ulcer, by giving sodium 
bicarbonate intravenously and not by mouth, 
would be justified in theory. Hyperacidity 
would then become a question of an acid consti- 
tution rather than an over-acid stomach. 


& 
> 





RADIOPELVIMETRY. 


In his recent review of the work of the Rotunda 
Hospital! Dr. BetHet SoLtomons remarked that 
he believed the best results in pelvimetry were to 
be obtained by radiographic methods. Experi- 
ments along these lines were made in the very early 
days of radiology but were abandoned when the 
dangers of X rays became apparent, and gynzxco- 
logists have only recently found courage to resume 
them. At the present time there is no danger to 
mother or child. - The technique employed does not 
vary very much, and is modelled on that devised by 
H. Tuoms. The essential requirements are to place 
the patient in such a position that the brim of the 


?See THE LANCET, 1931, ‘i., 1240. 
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pelvis is horizontal above the film, to obtain a 
clear radiogram of the pelvic brim, and to correct 
the measurements on the film for the distortion 
resulting from the projection of the skeleton by 
diverging rays on to a flat surface. Dr. L. A. 
RowvDeEN ® describes a procedure that should offer 
no difficulty to any radiologist who wants to adopt 
it. The crucial point in all variations of the method 
is the correction of the distortion of the shadow, 
and this is performed by almost every worker with 
some variety of what Dr. RowDeN calls a “ pubic 
scale.” As part of his equipment, the radiologist 
prepares a series of radiograms of a flat strip of lead 
through which have been punched a series of holes 
exactly half an inch (or one centimetre) apart; 
successive films are exposed with this “ruler ”’ sus- 
pended in a horizontal plane at a series of distances 
above the Potter-Bucky diaphragm corresponding 
with the possible range of height of the symphysis 
pubis—in Dr. RowpeEn’s practice at intervals of 
a quarter of an inch from 4}in. to 6in. The 
ruler is long enough to span the bony shadow, and 
it is obvious that, since its image is distorted 
in exact correspondence with the image of the 
pelvis, it is an accurate scale by which to measure 
the latter. Other workers use a steel strip with 
notches at each eighth of an inch, supported on 
the patient’s thighs during the exposure, and a 
refinement used by Dr. H. J. WatrTon ® is a chart 
made up from readings taken with his “ false 
centimetre scale ’’ at various heights. 

In every variety of technique the patient is placed 
seated at the end of a table on the Potter-Bucky 
diaphragm, with her back supported by a rest 
inclined at an angle of about 55°. Dr. RowpeEn 
advocates the use of a motor-driven Sectogrid 
diaphragm, and places the patient with the centre 
of her pelvis above the central ball-bearing of the 
appliance ; Dr. WALTON is content with a Potter- 
Bucky of the ordinary type. Dr. RowpENn demands 
a tube-film distance of not less than 4 ft. 6in.; 
the greater accuracy secured by the use of this 
distance must be paid for in the correspondingly 
greater load which it is necessary to put on the 
tube. He finds it necessary to expose the posterior 
portion of the pelvis twice as long (or more) again 
as the anterior portion, which he shades off during 
the second part of the exposure with an implement 
which he terms a “ hatchet ’’—a sandwich of lead 
between two pieces of three-ply wood mounted on 
a handle, in shape something like a wooden fives- 
bat with a large bite taken out of the far end. 
Dr. WauTon, possibly because he is content with 
a 30-inch tube-film distance, does not consider 
this double exposure necessary, nor does he use a 
plumb-line. Dr. RowpeEn’s radiograms show the 
shadow due to the ball-bearing of the Sectogrid 
diaphragm and representing, of course, the normal 
central ray ; its position may possibly serve as a 
guide to the amount of uncompensated distortion 
at the edges of the film. After the exposure, the 
height of the top of the symphysis pubis is measured ; 
Dr. Watton takes the height to the film, but Dr. 
RowpeEN takes it to the diaphragm, fearing to 


? Brit. Jour. Radiol., September, 1931, p. 432. 
*Surg., Gyn., and Obst., October, 1931, p. 536. 








introduce extra errors. Dr. RowpEN claims to 
be able to measure this distance to within a quarter 
of an inch with callipers. The pubic seale 
corresponding to the measured height is attached 
to the film, and the measurements taken against 
it with callipers. Dr. Jutivs Jarcuo,* another 
American worker, verifies the position of the 
inlet by measuring the distance between the 
spine of the fifth lumbar vertebra (marked with an 
adhesive tab) and the film, and the distance 
between the top of the symphysis and the film ; 
the latter measurement is obtained by means of a 
plumb-bob attached to a support near the tube. 
After the patient has been radiographed, a second 
exposure is made on the same film through a 
thin lead plate punched full of small holes at 
intervals of exactly one centimetre, held on an 
adjustable stand in the same position as the plane of 
the inlet occupied before. Dr. JaRcHO recommends 
an increase in the exposure corresponding to the 
degree of obesity of the patient and the amount 
of hydramnios. He also lays stress on the value 
of lateral pelvimetry for detecting disproportion 
between the foetus and the outlet. 

From the theoretical point of view, of course, 
these methods are open to the objection that the 
pelvic opening is not all in one plane. Moreover, 
unless the brim is quite parallél to the plate, 
a considerable error may creep in from the 
inclination of the true conjugate to the horizontal. 
Dr. A. ORLEY, in discussing Dr. RowpEn’s paper 
when it was delivered, pointed this out, and also 
that, as the transverse and antero-posterior 
diameters of the pelvis lie in different planes, they 
cannot be measured by a single projection. He 
measures the heights of the top of the symphysis 
and of the spine of the fourth lumbar vertebra 
(not the fifth, as in Dr. JARcHO’s method), and the 
height of the postero-superior spine of the ilium ; 
having radiographed the patient he superimposes 
two images of a perforated lead plate, one in the 
plane of the antero-posterior diameter and the other 
in that of the transverse diameter, the lead plate 
being turned through a right angle for the second 
exposure. 

Measurements made by these methods are widely 
regarded as more accurate than the result of any 
clinical estimation. When, however, radiography 
is applied to the measurements of the foetal cranium, 
there is room for some doubt, although if the 
radiographic examination is made within a fort- 
night of term the relative size of head and brim 
can be relatively gauged. Dr. RowpEN gauges 
the size of the head by its probable distance 
above the brim, and Dr. Watton makes two 
exposures at right angles, in the antero-posterior 
and lateral positions, centring on the head as 
located by manual or radiographic examination, 
a method which is open to question as errors 
must produce distortion. Dr. JARcHo’s use of 
adhesive marks and the pelvimeter sounds as 
though it should locate the centre of the head 
with as much precision as any other. method. 
The obvious difficulty is always that small 


* Amer. Jour. Surg., November, 1931, p. 419. 
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errors are easily magnified. Nevertheless, it is 
probable that radiology will be increasingly 
used for pelvic measurement, and also for the 
diagnosis of multiple pregnancy, monstrosity, and 
foetal death, in which it has already shown its 
value. Under favourable conditions a positive 
diagnosis of pregnancy can be made radiographically 
from the third month. 


a 
—- 


“ THE LITERATURE.” 


A sien of the times is the growth of an immense 
literature (so-called) at every point where scientific 
progress is being made. The evolutionary function 
designed by the producers is, doubtless, the 
formation of a base from which further to 
invade the unknown, and in so far as the 
granulation tissues of information are convertible 
into the permanent structure of knowledge, 
the writings satisfactorily serve this purpose. But 
one cannot help thinking that nowadays the 
proliferation has become a little pathological—a 
little malignant. Research workers, teachers, and 
learners are only too likely to waste their vitality 
in forcing their way through the unorganised 
masses of facts and fancies produced by those in 
front, and in all departments people are beginning 
to feel that they caanct cope with the task of 
being well-informed, even about their own subject. 
The conscientious teacher has the additional 





discomfort of feeling himself a humbug because 
his students assume that he is conversant with all 
the newest developments, whereas in reality it is 


quite impossible that he should be. 

Any attempt to check the output of writing at 
its source must aim at removing its psychological 
causes, which are chiefly connected with the 
competition for priority and prestige, and the 
livelihood they may ensure. There is no doubt 
that if the problem could be attacked from this 
point it would be largely solved, for no one can fail 
to see that an enormous amount of work is pre- 
maturely published or purely repetitive. But a 
radical change of this kind is out of the question 
at present, and attention must be mainly directed 
to the devising of expedients whereby those 
new facts which are valuable are sorted out and 
made accessible to the specialist workers concerned. 
The three chief forms in which the material thus 
collected is given out again to those who need it 
may be classified as the tome, the review, and the 
abstract. Of these the two last are usually 
periodical at comparatively short intervals, while 
the first is only periodical at long intervals, in the 
form of new editions, or not at all. The tome thus 
rapidly becomes out of date—a criticism which 
we made a short time ago in reviewing a large new 
monograph on the vitamins, which is typical of 
the tome class. The tome may or may not be 
critically written ; in proportion as it is critical 
and as the criticism is sound the book becomes 
more valuable. On the whole, however, it is in 
the two p-riodical forms that the greatest help is 
to be found. The review is critical, and selects 





made in the preceding interim period ; but unfor- 
tunately this period may be of considerable length 
—even a year or two—so that there is a certain 
lag which is important to the research worker 
though less so to the teacher or learner. If edited 
with a sound critical judgment and power of 
selection the review should be the great standby 
of the teacher and the learner, and we are glad to 
notice that another periodica}) of this kind, the 
Annual Review of Biochemistry, is promised early 
next year. The panel of reviewers includes very 
distinguished names. 

Finally, as we have said, the literature of a subject 
may be dealt with by means of the journal of 
abstracts, which is comparatively non-critical 
and essentially non-selective. It aims at being 
as complete as possible, and in appearing with as 
small a time-lag as possible ; and though it is not 
outspoken in criticism, it is bound to develop 
subtle ways in which useful criticism can be 
conveyed, chiefly by a manipulation of phrases 
and by varying the amount of space devoted to 
particular pieces of work. Obviously it is as 
useful a function of a journal of abstracts to 
indicate to its readers which papers are not worth 
referring to in extenso as it is to make accessible 
to them brief and clear accounts of those which 
are—provided that the treatment is fair and broad- 
minded. The first number of such a publication 
has just appeared under the title of Nutrition 
Abstracts and Reviews. It is to be issued quarterly, 
but the first number is a double one, representing 
abstracts of papers which came out in the first 
six months of 1931. The delay in the appearance 
of the abstract of any given paper was therefore 
anything from five to eleven months, but it is hoped 
that when the journal has got into its regular 
swing this delay will be reduced to three to six 
months. The journal is sponsored by a committee 
of management representing the Imperial Agricul- 
tural Bureaux Council, the Medical Research 
Council, and the Reid Library, while the editorial 
staff is drawn from the Imperial Bureau of Animal 
Nutrition and the University of Aberdeen. The 
vitamin section is edited at the Lister Institute. 
The first number contains three excellent reviews 
on general aspects of nutrition by Sir GowLanp 
Hopxrs, Prof. E. P. Carucart, and Dr. J. B. Orr. 
The abstracts cover a very wide field, and make 
available work in a great number of journals to 
which the ordinary investigator has no access. 
Unimportant papers are noticed as briefly as 
possible, and the whole publication should achieve 
the aim of relieving the nutritional worker of an 
intolerable burden. 








COMPENSATION TO A HosprraL.—The corpora- 
tion of Bath having, under a local Act, taken compulsorily 
property of St. John’s Hospital, a question 

arose as to the method of calculating the compensa- 
tion, which was to be a capital sum which at 4 per 
cent. per annum would an amount equal to the 
average net annual inceme which would ve been 
derived but for the passing of the Act. Upon a special 
case stated by the arbitrators, Mr. Justice Wright, in 
the King’s Bench division, fixed the compensation at 


for notice at regular intervals the salient advances | £26,875 
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FOOD POISONING BY STAPHYLOCOCCI. 


UNTIL a few years ago the only bacilli conclusively 
shown to be associated with food-poisoning outbreaks 
were organisms of the salmonella group and Bacillus 
dotulinus in its several types. Others, such as 
B. coli and B. proteus, have been advanced to explain 


individual outbreaks, but while their claims cannot | 


be decisively refuted for every outbreak the evidence 
incriminating them is always open to doubt and is 
often valueless. The prevalence of particular types 
of poisoning varies to some extent with locality, for 


while botulism outbreaks have usually been confined | 


to the Continent of Europe and to the United States 
of America, with only one recorded outbreak in Great 
Britain, the ordinary form of food-poisoning in this 
country is due to salmonella, which is less common 
in the U.S.A. It was to be anticipated that other 
bacterial types might cause similar attacks, and 
lately evidence has accumulated that certain strains 
of staphylococci may do so. In view of their wide 


distribution in nature such a possibility deserves | 


careful consideration. 


In an outbreak of acute gastro-enteritis due to 
milk in 1914 in the Philippines, M. A. Barber found 
in the milk a white staphylococcus derived from the 
udder of a cow. He inoculated sterile milk with a 
pure culture, incubated it for eight and a half hours 
and drank 50 c.cm. Two hours later he began an 
attack of gastro-enteritis, and next day he recovered. 
In December, 1929, the consumption of a Christmas 
sponge cake caused 11 cases of food-poisoning in 
Chicago, and G. M. Dack and co-workers! who investi- 
gated the outbreak found a yellow hemolytic 
staphylococcus in large numbers in the cake. This 
in itself was not conclusive, but when the organism 
was grown in broth for 40 hours and filtered, 25 c.cm. 
of the sterile filtrate produced a typical attack in a 
human volunteer, while smaller doses (5 and 10 c.cm. 
respectively) in two other volunteers produced only 
slight discomfort. This work was carried out in the 
Chicago University bacteriology department, and 
Prof. E. O. Jordan studied the possibility of other 
strains of hemolytic staphylococci being able to 
produce toxic substances. Fortunately he had abund- 


ance of human volunteers (about 58), and some 80 | 


feeding tests were carried out with sterile filtrates. 
Most of the staphylococci tested had toxigenic 
properties, including three from normal human 
throats and three from food implicated in food- 
poisoning outbreaks. Filtrates from 48-hour cultures 
were as toxic as those from seven-day cultures and 


the symptoms were often severe, but recovery was | 


always prompt and complete. A third outbreak is 


now described by Jordan? associated with cheese | 


in Porto Rica. From this he isolated a yellow 
staphylococcus, and filtrates of broth cultures repro- 


_ Lastly, in his latest paper,* he gives details of five 
other outbreaks, in one of which the etiological 
| association was proved by the employment of human 
volunteers, while in the other four the evidence was 
| Suggestive, but similar proof was not forthcoming. 

_ This important series of investigations, mostly 
| emanating from the Chicago University bacteriology 
| department, has clearly demonstrated that certain 
| staphylococci must be accepted as causing food- 
poisoning. The symptoms are of the gastro-intestinal 
type, the incubation period is short (two to four hours), 
and so far no deaths have been recorded. On the 
bacteriological side Jordan remarks that these 
staphylococri “‘do not seem to differ in their main 
cultural characteristics from the common and widely 
distributed members of this group. Both albus 
and aureus varieties are found among the strains 
yielding toxic filtrates.” The human experiments 
show that the sterile filtrates are toxic. The resistance 
to heat of this toxin is of no little practical importance, 
and the earlier evidence was to the effect that it was 
destroyed by boiling and weakened at lower tempera- 
tures (60 to 65° C.). More recently, however, Jordan, 
Dack, and O. Woolpert ‘ have revised this opinion, 
and conclude that the toxic substance is not com- 
pletely destroyed by exposure for 30 minutes to the 
temperature of boiling water. This point cannot 
be considered settled. It is one of some difficulty, 
for the lower animals, even monkeys, have proved 
unhelpful in this work. Results can be satisfactorily 
obtained only by the use of human volunteers, and 
the experiments so far carried out show that individual 
susceptibility is variable. The question arises whether 
artificial protection is possible, and the last-named 
workers have attempted to immunise human volun- 
teers with these toxic staphylococcus filtrates.* 
Some degree of tolerance appeared to develop, but 
there was no sign of the formation of any true immune 
bodies. Repeated attacks of gastro-intestinal dis- 
turbance may be produced in the same person by 
successive feedings. 

We congratulate the Chicago school upon a series 
of brilliant investigations, and upon the recognition 
of another bacterial cause of food-poisoning—one 
which may in future explain a number of outbreaks 
whose cause would otherwise be obscure. While 
unable to repress our envy at the opportunities for 
| experimental work, we must offer full meed of praise 
to the long tale of human volunteers (over 100) 
who have so willingly poisoned themselves with 
staphylococcal filtrates. 


BACTERIOLOGY OF RHEUMATOID ARTHRITIS. 


THE appearance, at fairly regular intervals, and 
| more frequently in America than elsewhere, of papers 
| relating streptococcal infection to polyarthritis empha- 


duced the symptoms of food-poisoning in three | sises the fact that most bacteriologists fail to 
human volunteers. With J. R. Hall* he has reported | reproduce the successful findings of the few. The 
a fourth outbreak in which a man and his wife relative ease of procuring positive blood cultures in 
developed severe symptoms about three hours after | malignant endocarditis, and even of growing gonococci 
a meal in which the peccant food was chicken gravy. | from cases of gonococcal arthritis, contrasts with 
A culture of the Staphylococcus aureus type was | the negative findings which are the lot of most routine 
isolated, and filtrates of pure cultures reproduced | workers in the culture of blood and joint exudates 
the symptoms in’ four out of six human volunteers |in the disease variously known as polyarthritis, 
and with an incubation period of about three hours. | rheumatoid arthritis, and arthritis deformans. How- 

——- - — —— | ever, one positive result is worth a dozen negatives ; 
‘See THE LANCET, 1930, i., 1354. - - 
* Jour. Amer. Med Assoc., Dec. 5th, 1931, p. 1704. 

* Jour. Prev. Med., 1931, v., 387. 


| —-—.----—---- - -—_________— 





* Ibid., p. 383. 
* Ibid., p. 151. 
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and the claims made deserve serious consideration. 
The work of Cecil and his co-workers! attracted 
attention to points of technique; in _ particular 
the long period allowed for the development of 
positive cultures (up to one month) and the frequent 
subcultures were open to criticism, since contamina- 
tion was to be suspected. Cecil claimed positive 
findings in 62-3 per cent. of cases. The question 
obviously resolves itself into one of technique, and 
it has been reopened by a paper from the arthritis 
clinic of St. Barnabas, New Jersey, by Gray and 
Gowen.? They modified Cecil’s method slightly, 
with the surprising result that cultures were found 
to be positive, in much the same percentage of cases, 
but within one to four days, instead of a month. 
The essential feature of Cecil’s technique was the 
culture of blood clots, separated from the serum and 
its inhibitory elements. The modifications consist of 
the addition of gelatin ‘‘to create oxygen tension,” 
calcium carbonate, and glucose. Armchair criticism 
would admit that clot culture might well succeed, 
since serum is undoubtedly inhibitory, and the 
successful culture of blood in distilled water is due 
to its dilution. Beef broth contains about 0-2 per 
cent. of glucose ; the calcium carbonate is merely a 
buffer, and gelatin is not traditionally used for 
modification of the oxidation potential of fluids, 
which is more readily achieved by glutathione. 
Prima facie, the change would not be expected to 
produce the startling acceleration of positive results 
with which it is credited. 

The organism is said to be a streptococcus of 
viridans or a-hemolytic type, producing green dis- 
coloration on blood media. Therapeutic results with 
vaccines are stated to be remarkably good. Of the 
48 cases cited in the protocol all were bettered, the 
remarks varying from “astonishing improvement,” 
through ‘“‘cured’”’ to “improved.” Certain results, 
however, require explanation. Astonishingly high 
agglutination titres are claimed from the blood of 
infected cases ; up to 1 in 5120. Such a titre would 
be outstanding even in an experimental animal, 
and no details are given of the technique used and 
how auto-agglutination—the bane of streptococcal 
agglutination—was overcome. Moreover, the paper 
seems too rich in negative controls, 106 in all. The 
streptococcal theory of arthritis goes hand in hand 
with “‘ focal sepsis,” and some of the cases of chronic 
sinusitis and chronic tonsillitis should have given 
positive results. Incidentally, 17 cases of osteo- 
arthritis were negative. 

There are two aspects of rheumatoid arthritis, 
both of the utmost importance, but quite independent 
of each other. For etiology and therapeutics are, 
unfortunately, not yet inevitably associated. Vaccine 
therapy is going through a lean time, and strepto- 
coceal vaccines in general are failing to commend 
themselves. The tendency of rheumatoid arthritis to 
spontaneous amelioration is well known; it is a 
disease of exacerbations; often it runs an acute 
course and is not progressive after its early mutilating 
crisis. If the 48 cases of amelioration were 
attributable to the vaccine they have little analogy 
with vaccine therapy in general. Cultural experi- 
ments, however, deserve and _ will doubtless 
receive careful consideration. Full technical 
details are given in this paper, and the claim 
of the authors in support of Cecil's work can easily 





1 Cecil, R. C.. Nichols, E. E., and Stainsby, W. J. : Arch. Int. 
Med., 1929, xliii., 571. 

* Gray, J. W., and Gowen, C. H.: 
1931, clxxxi., 682. 
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be confirmed or repudiated. 
that the investigation will 
country. 


It is to be hoped 


be repeated in this 


A NEGLECTED MEDICO-LEGAL PROBLEM. 


THE fugue described by Dr. Chambers and Dr. 
Harrowes elsewhere in this issue recalls N. Viner’s 
recent account ! of loss of personality in a boy of 12, 
whose case was remarkable in that the memories of 
his lost self could be minutely recalled under hypnosis, 
but for some months did not enter the waking con- 
sciousness. It is obvious that modern psychological 
technique can be applied to these cases both for 
therapeutic purposes and to establish their genuine 
nature, and in face of the numerous cases of “loss 
of memory” that are reported in our newspapers 
this fact should be more widely known. The con- 
dition is one that cannot be diagnosed in the absence 
of expert examination, and an instructive note in 
the account of the Perth case is the difficulty in 
convincing the police that the case was genuine. 
Their conversion is described by the writers, and if 
the patient had actually committed some breach 
of the law the evidence of the two psychiatrists might 
have been sufficient to protect him from punishment 
while he was still in a fugue state. There can be 
little doubt that such a fate befell the victim of the 
case at Hove that aroused protests in our corre- 
spondence columns last August, and it appears to 
us discreditable to the professions of law and 
medicine that there is no security that similar cases 
will receive the skilled attention that happened to 
be available for this one fortunate sufferer. 


AETIOLOGY AND TREATMENT OF WHOOPING- 
COUGH. 


WHOOPING-COUGH has long defied both bacterio- 
logists and clinicians. The former do not definitely 
agree about the precise nature of the causal agent, 
while the latter are faced with difficulties in early 
diagnosis and have no accepted and effective plan 
of therapy. The paper by Dr. Gardner and Mr. 
Leslie, published at p. 9, is timely: first, because 
it emphasises the importance of the disease as a cause 
of infant mortality ; and, secondly, because it con- 
tains bacteriological information not generally avail- 
able. Since 1907, when Bordet and Gengou described 
a small Gram-negative bacillus now known as Hamo- 
philus pe/tussis in infected cases, there has been much 
controversy about the etiological relationship of 
this organism to the disease. The difficulty has been 
its isolation and differentiation from Pfeiffer’s bacillus. 
Some years ago, however, as Gardner and Leslie tell, 
Madsen and his colleagues in Denmark introduced the 
‘“ cough-droplet method,” whereby it can be isolated 
in as many as 75 per cent. of cases in the first week 
of the disease, and these results have been confirmed 
not only in England by Sugare and MacLeod, but 
also in America, where positive results up to 93 per 
cent. have been obtained in the early stages. This 
method ought to be much better known because of 
its value at the onset of the disease, before paroxysmal 
coughing begins; but even at this stage it must, 
of course, be remembered that a negative result is 
not conclusive. Moreover, at least three days must 
elapse before a positive result can be given, and 
Gardner and Leslie possibly underestimate the 
difficulty of bringing the test into general use outside 
large towns. As we have said already, only positive 


?Canadian Med. Assoc. Jour., 1931, xxv., 147. 
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results would be of value, and anyone who has 
worked at isolating H. pertussis, and knows the 
difficulties connected therewith, will appreciate the 
number of additional adverse factors which would 
«ome into play when such work was removed from 
the immediate confines of a well-equipped laboratory. 
Experience has also shown that it would not always 
be easy to ensure that the plates returned had been 
infected in the proper manner during a natural 
attack of coughing, but this objection should not, 
of course, arise where practitioners are able to 
supervise the taking of the culture. In the later 
stages of the disease, after about the third week, 
the chances of finding the Bordet-Gengou bacillus 
are extremely remote, and it appears that patients 
are definitely non-infective after the sixth week. 
4sardner and Leslie advocate the use of specific 
vaccines in prevention and cure, but here again 
it must be borne in mind that the employment of 
vaccines in the prophylaxis and treatment of whooping- 
cough has so far shown little or no promise of success. 
Probably the organisms used for these vaccines were 
old and not in the correct antigenic phase, and 
perhaps further trials with recently isolated strains 
with the antigen in Phase I. will be more fruitful. 
Similar results to those of Gardner and Leslie have 
been obtained by W. A. McGee,? who has also con- 
sidered the treatment of established cases of whooping- 
cough. He found that while ephedrine was more 
useful than the usual cough sedatives, rectal ether— 
first recommended by C. L. Elgood in England—gave 
outstanding results. The ether is administered with 
equal parts of olive oil (except to infants under one 
year of age, who are given 25 per cent. ether in double 
dosage), and the dose is 1 drachm per year of age, 
given twice daily through a soft rubber catheter. It 
is claimed that freedom from severe paroxysms and 
vomiting may be obtained within a week. 





THE INHERITANCE OF INTELLIGENCE. 


Dr. Evelyn Lawrence has made a new contribution * 
to the old controversy on nature versus nurture, 
her special problem being the relative importance of 
heredity and environment in determining the level 
of intelligence. For this purpose she has applied 
intelligence tests to a considerable number of children 
drawn from various institutions and schools, relating 
the results to the social class of the parents—a 
¢riterion of intelligence whose inadequacy she recog- 
nises. As regards the distribution of intelligence 
her observations are in keeping with those of previous 
investigators. As we go down the social scale from 
the higher to the lowest classes the intelligent quotient 
gradually shifts over from above the 100 level to 
considerably below it. There has, however, been 
little clear evidence hitherto to explain how these 
differences of level arise, how much they are due to 
inherited differences, and how much to the immense 
environmental differences. Dr. Lawrence finds a 
correlation between the intelligence of children and 
the social class of their parents when they have never 
seen those parents, but have been brought up in 
institutional life. This is ‘‘ fairly conclusive evidence,” 
she says, “that the correlation so generally found 
for children in their own homes is not mainly due 
to the direct social influence of the home, but is a 
genuinely biological fact.’ On the other hand, the 





* Jour. Amer. Med. Assoc., 1931, xcvii, 922. 

* An investigation into the relation between Inte mee and 
Inheritance. By Evelyn M. Lawrence, B.Sc., Ph.D. rit. Jour. 
of Psych., Monograph Suppl.. No. XVI. Cambridge University 
Press, 1931. Pp. 80. 


8s. 6d. net. 


correlation she finds is by no means a high one— 
it is of the order of 0-2 to 0-3—so that inheritance 
is by no means necessarily the only, or even the 
dominating, factor. She herself concludes that the 
association is rather smaller in the case of institution 
children—the figures in support are not very con- 
Vincing—and that “ there is little doubt that environ- 
mental conditions have some weight in influencing 
the response to tests.” A further test was made by 
the comparison of children taken away from home 
at an early age with those in the same institutions 
who were removed from their parents later in life. 
The figures suggest that the correlation between the 
child’s intelligence and the social status of the parents 
is somewhat less among those who entered the 
institution earliest in life, but it is very doubtful if 
these differences are significant. They are not 
supported by the fact that the children taken from 
bad homes to institutions showed almost no increase 
of intelligence with the improvement of their surround- 
ings. There was also little difference in variability 
between the children in the uniform environment of 
the institution and those in their own diverse homes, 
though if environment can affect intelligence scores 
we should certainly expect children reared in an 
institution to be more alike than those brought up 
in the widely varying surroundings outside. Various 
health-ratings, such as height-weight index and 
nutrition, were correlated with intelligence without 
significant result. 

With such small correlations between intelligence 
of child and status of parents any generalisation 
about social classes is a hazardous business. Dr. 
Lawrence concludes that “for any definite plans for 
social reform based upon the differential inheritance 
of intelligence, social class is not a satisfactory 
grouping. Either some basis of classification resulting 
in more homogeneous and more widely differentiated 
groups needs to be found, or we must realise that the 
only safe unit by which to assess intelligence is the 
individual, or at most the family.” 


OCULAR PLUMBISM IN CHILDREN. 


Leap poisoning in children must be extremely 
rare in England, but in certain parts of Australia 
it is, it seems, not uncommon. Mr. J. Lockhart 
Gibson, consulting ophthalmologist to the Brisbane 
Hospital for Sick Children, who has been writing 
about this condition at intervals for the last 30 
years, points out! that in Queensland houses are 
commonly built with verandas, whose railings are of 
wood, which, especially in the neighbourhood of 
towns, is usually painted with white lead paint. 
In that semi-tropical climate the sun soon converts 
this paint into a powdery substance which rubs off 
easily on the hands, and this has been found to be a 
soluble carbonate of lead. In the summer young 
children spend a large part of their time on the 
verandas, and Mr. Gibson observed that the children 
in the families who became affected with lead were 
generally in the habit of biting their nails or sucking 
their fingers. It may be remembered that in writing 
on the incidence of chronic nephritis among these 
children, L. J. J. Nye mentioned that there is a local 
pastime of licking the raindrops from the veranda 
railings.?, Cases of wrist-drop and foot-drop were 
first described in Queensland children in 1892. Ever 
since 1897 Mr. Gibson has come across cases of paralysis 
or paresis of the external recti, combined with 





1 Brit. Jour. Ophthalmol., November, 1931, p. 637. 
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papilledema, and this he regards es an carly. snd 
therefore important, sign of lead — 
the early cases the child hardly appears to ill, 
and the condition would be i by the 
parents were it not for the sudden and fortunate 
appearance of a squint. In severe cases the patients 
are so ill that they are confined to bed, and are thus 
removed from the further ingestion of lead, but 
damage to vision from post-papilledemic atrophy 
may readily take place unless, he says, a timely lumbar 
puneture is done. These cases result from a compara- 
tively large quantity of lead being ingested in a 
short time. The pathognomonic blue line on the 
gums and other typical symptoms do not have time 
to develop, but lead can be discovered in the urine. 
The cause being removed, the essential treatment in 
cases with papilleedema is a prompt lumbar puncture. 
If the intracranial pressure is in this way returned 
to normal sufficiently soon, recovery, in Mr. Gibson’s 
experience, is certain ; otherwise blindness may ensue. 
The ocular paralysis is always recovered from. He 
adds that a good substitute for white lead in paint 
is zine white, which, he says, lasts longer on exposed 
surfaces. 


In 


OFFENSIVE BREATH. 


Hatitosis, as it is called politely, is one of those 
minor disorders that make life a misery. When 
aware of it the sufferer can easily develop serious 
depression and a painful sense of inferiority. To 
prevent such a misfortune the courteous Japanese, 
it is said, consider it good manners to inhale 
continuously through the mouth (like an inverted 
ostler) during propinquity with a stranger’s breath ; 
whereby they mean to imply that nothing could be 
sweeter. Even we, in relatively barbarian lands, 
will suffer much before mentioning fotor oris to 
our friends, and often perhaps this is kind only to be 
cruel. The medical practitioner, at any rate, should 
be very ready to consider and deal effectively with 
any such disability encountered in a patient, and he 
must certainly be the last to dismiss it as trivial 
because the cause is not apparent. First he will 
probably, and rightly, think of the mouth, and it is 
interesting to find that H. Prinz,’ reviewing the 
subject as a dentist, attributes offensive breath in 
at least 90 per cent. of all cases, to prolonged stagna- 
tion of food debris about the teeth. Both carbo- 
hydrate and protein may undergo decomposition 
in cavities and crevices around the teeth, and any 
actual pyorrhea or exposed gangrenous tooth pulp 
increases the odour. That food debris alone is often 
responsible is shown by the fact that artificial dentures 
which are not kept perfectly clean may become 
quite definitely offensive though their owners are 
edentulous and have no gingivitis. Wherever, there- 
fore, there is bad breath most careful search is 
necessary for evidence of dental sepsis or carelessness 
in removal of food debris by frequent cleaning-— 
though there is always a danger that vigorous brush- 
ing with a hard brush may damage the gums and 
allow organisms to enter the tooth margins. 

After the teeth the next commonest source of 
fetor oris is probably chronic pharyngitis and 
tonsillitis. The tonsils may appear normal on 
superficial examination, but more thorough search 
may reveal crypts containing cheesy and highly 
offensive material which is the cause of the smell. 
This is a very important condition which may 
only respond to tonsillectomy, though local appli- 
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cation of silver nitrate to the erypts is sometimes 
effective. Chronic sinusitis is more usually pro- 
ductive of a bad taste noticed by the patient 
himself than of any marked fetor in his 
atrophic rhinitis or ozena is, of course, a recog- 
nised though luckily rare, disease in which the 
breath is particularly foul. Informed opinion has it 
that digestive disorders less often cause offensive 
breath than might be expected—gas brought up from 
the stomach directly by belching is usually odourless, 
but may sometimes have a smell of fermentative 
fatty acids or hydrogen sulphide. This, however, is 
the smell of flatulence and not of ordinary breathing. 
Quite different is the origin of substances absorbed 
from the intestinal tract and excreted by the lung, 
but with experience of onions and alcohol, it is easy 
to imagine that tainted breath is very often due to 
alimentary putrefaction. Thus, it is generally believed 
that constipation is pretty commonly responsible. 
But those best qualified to judge seem to think that 
the products of abnormal bacterial fermentation 
seldom travel from the colon to the breath unless 
there is actual disease of the mucous membrane. 
Constipation, they say, is not often to be blamed for 
offensive breath, notwithstanding the widespread 
belief to the contrary; enteritis is a more frequent 
cause than colitis, gastritis—in the absence of pyloric 
stenosis—less common than either. 

There is no need here to do more than mention 
the kinds of offensive breath encountered in chronic 
pulmonary disease, the characteristic smells associated 
with uremia, and diabetes, or the odours said to 
be recognisable in certain fevers and—especially 
by animals—when death is imminent. The problem 
with which we are concerned is the problem of the 
ambulant man, woman, or child whose trouble may 
be a source of much distress. In far the greatest 
number of such cases feetor oris has its origin in the 
teeth, tonsils, nasopharynx, or respiratory tract ; 
in only a relatively small proportion is it traceable to 
metabolic or digestive disorders. Treatment and 
prevention must thus mainly be directed to the local 
conditions around the oral cavity, and it is corre- 
spondingly unwise to begin by concentrating one’s 
attack on liver and bowels. 


> 


HUNGER AND THE NERVOUS CHILD. 


THAT nervousness in elementary school-children 
is definitely related to hunger and diet is the con- 
clusion of D. A. Laird, M. Levitan, and V. A. Wilson 
who describe their investigation in a preliminary report 
dealing with certain groups of American school- 
children.! Recognising that the term ‘nervousness ” 
describes a wide range of conditions and behaviour, 
they allowed the school-teachers to select those 
children regarded as the most nervous in the educa- 
tionist’s sense, and then measured their nervousness 
according to a “check list” described by W. C. 
Olson. e 53 children thus selected were free from 
all signs of malnutrition and obvious physical dis- 
orders. One group received half a pint of milk 
at 9.30 every morning for five days each week, 
this time being selec because it was found that 
few of them had much breakfast and that even 
when this was at all adequate it had usually been 
taken at 7 so that the stomach was empty by 
9.30. In another group a food concentrate was 
added to the milk to supply extra calcium 80 
that at least one gramme of calcium was obtained 
daily—this being regarded as the minimal require- 


* Med. Jour. and Record, Nov. 18th, 1931, p. 494. 
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ment of the growing child. The food concentrate 
also contained vitamin D and phosphorus, since these 
were considered essential for the utilisation of calcium, 
and lactose instead of cane sugar was used as a 
sweetening agent because it is believed to facilitate 
the absorption of the mineral. A group of ten nervous 
children received no extra nourishment, merely 
leaving the class-rooms with the others and being 
left to play with toys until it was time to return 
together. Although closely coéperating in the work, 
the teachers were kept in ignorance of the procedure 
once the children had left the class-rooms, and they 
did not know which of them received special diets. 
They were thus in a position to judge the results. 
The control group showed an improvement of just 
over 2 per cent. in nervousnesss at the end of a two- 
week period, as measured by the check list, possibly 
because of the personal attention given them. Those 
receiving the extra milk showed an 8 per cent. improve- 
ment, but in three directions the improvement was 
as much as 25 per cent.—i.e., they were to this extent 
less easily fatigued, more even-tempered, and less 
uncommunicative. Those receiving the food con- 
centrate in addition to the milk showed an average 
improvement of over 15 per cent. In discussing 
the results the investigators claim that the success 
of the milk feeding is due to the removal of hunger 
pains, since the active peristalsis of the stomach 
which takes place during hunger is liable to cause 
restlessness and irritability. The influence of calcium 
upon the activity of nerve and muscle is held to explain 
the beneficial results of adding it tothe diet. In amore 
elaborate experiment lasting two months the food 
concentrate was given for the second only of four 
fortnightly periods when milk was given. The 
improvement brought about during the calcium 
fortnight was slowly lost after the calcium was omitted. 
Laird and his colleagues think that the calcium 
metabolism needs to be attended to consistently 
rather than sporadically. They hope that their 
results ‘“‘ may help to convince school board officers 
and others who are not yet convinced of the importance 
of school lunches for children that the necessary 
funds be provided and neurosis in this class of children 
lessened and possibly prevented.” 


NEW LIGHT ON POST-OPERATIVE ATELECTASIS. 


POST-OPERATIVE atelectasis, though seldom fatal, 
may be the cause of severe distress to a patient who 
has not yet recovered from a severe laparotomy, and 
of embarrassment to a surgeon who has just been 
congratulating himself on the success of a difficult 
o tion. Its onset is usually preceded by bron- 
chitis associated with the expectoration of viscid 
sputum. The symptoms of an acute respiratory 
crisis (dyspnea and cyanosis) which follow are evi- 
dently the result of a blockage of bronchi by accumu- 
lated secretion. As in other types of bronchial 
obstruction stagnant air in the lobe normally supplied 
by the affected tubes is removed by way of the blood 
stream. At the same time the movements of the 
muscles of the chest wall and of the diaphragm are 
limited on the affected side, a disability formerly held 
to be the cause and later commonly regarded as the 
result of the underlying collapse. Dr. C. M. van 
Allen ! * now shows that both factors are concerned— 
that though restricted respiratory movements when 
the airway is patent do not result in atelectasis, a 
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paresis of the diaphragm plays a not unimportant 
part in its production after abdominal operations. 

There appears to be in the lungs a collateral air 
circulation analogous to the collateral circulation of 
the vascular system. Collateral air circulation is 
possible because the interlobular septa are incomplete 
and alveoli of neighbouring lobules communicate 
with each other by minute stomata. In van Allen’s 
opinion, massive atelectasis is due to the association 
of bronchial blockage with failure of this collateral 
respiration. He holds that such a failure is often 
due to diaphragmatic inertia, and adduces three 
groups of experiments in support of his theory. 
During radiographic examination by means of a 
double exposure it is possible to record the position 
of the diaphragm in full inspiration and expiration, 
the amplitude of its movements being thus clearly 
shown on one film. A large series of films taken in 
this way showed abdominal section to be followed by 
considerable reduction of the range of excursions of 
the diaphragm, though there is only slight limitation 
of rib movements. ‘There was no such limitation of 
movement after operation on the extremities, and 
we must therefore assume that trauma of the abdomen 
is a cause of feeble muscular action which may 
militate against adequate ventilation of the lung 
bases. A second series of experiments made on dogs 
proved that though deflation of a lobe follows ligature 
of the main bronchus supplying it, lobar collapse 
does not occur if the constriction is applied imme- 
diately distal to the first lateral branch. If this 
remains patent the collateral air circulation comes 
into play and air percolates from the area surround- 
ing the branch through the rest of the lobe and main- 
tains its expansion. The efficiency of the collateral 
respiration is dependent on the depth of breathing 
and is markedly diminished, for example, when the 
animal is deeply anesthetised. A tight costal bandage 
does not hinder air circulation, for the diaphragm is 
not affected, but an abdominal binder firmly applied 
interferes with the movements of the midriff and 
decreases collateral circulation, while section of the 
phrenic nerves abolishes it. In a third series of 
experiments the stem bronchus of an accessory lobe 
was ligatured and the lobe became completely 
atelectatic. At the same time a ligature similar to 
that performed in the second series of experiments 
was applied to the stem bronchus of a lower lobe. In 
this lobe collateral circulation prevented collapse, 
though radiograms taken after the injection of 
lipiodol showed that there was effective bronchial 
obstruction in the area which had profited by the 
collateral aeration. 

The conclusions drawn from careful experiment 
thus seem to warrant the belief that abdominal 
operations have an adverse effect on diaphragmatic 
movement and hence on the efficiency of collateral 
respiration. Plugging of bronchioles by tenacious 
phlegm would in these circumstances result in lobular 
atelectasis and an aggregation of lobules thus affected 
might produce lobar collapse. Such collapse also 
follows the plugging of a main bronchus, but in post- 
operative conditions this is presumably less likely. 
Van Allen believes that post-operative diaphragmatic 
inertia is due to reflex inhibition, the result of irrita- 
tion of the lower intercostal nerves. This theory 
finds some support in the observation that a tem- 
porary elevation of the diaphragm sometimes follows 
injury to the chest wall; an example of such a 
sequence was recently described in our columns.* 


* Wood, W. Burton, and Wood, Franklin G. 
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Experimental stimulation of the distal ends of divided 
intercostal nerves has produced a similar condition. 
It seems unlikely that the pressure of an ordinary 
abdominal bandage would be sufficient to produce 
the effects obtained in dogs subjected to experimental 
abdominal pressure, and further investigation of 
this problem is proposed. Meanwhile, however, a 
practical deduction may be made. Post-operative 
atelectasis is associated with a sluggish action of the 
diaphragm. Deep-breathing exercises, by encourag- 
ing diaphragmatic excursion and the movements of 
the lower intercostal muscles, will tend to preserve 
the collateral respiration, and thus obviate the ill- 
effects of mucoid plugs in the bronchioles. Such 
exercises have already been practised in certain 
institutions, and their employment should be 
encouraged so far as the patient’s condition and 
the nature of his wounds permit. 

We welcome Dr. vau Allen’s observations all the 
more because they come unexpectedly from the 
distracted country of Manchuria, where he holds a 
chair of surgery. And we take this opportunity of 
wishing success to the new Journal of Thoracic Surgery 
in whose first number his principal paper appears. 


PROGNOSIS OF DIABETES IN CHILDHOOD. 


A GLoomy picture of the future of the diabetic 
child is painted by L. Salomonsen,' who at the end 
of 1930 inquired into the fate of 68 children treated 
at the Rikshospital in Oslo between May, 1923, when 
insulin was first introduced, and December, 1927. 
Thirty-five were found to be dead, the cause of 
death being diabetic coma in 31 cases, and inter- 
current disease in the other four. A classification of 
the children, according to duration of life after the 
_ institution of dietetic and insulin treatment, brought 
out the interesting fact that those who died did so 
often after a comparatively short interval. Only two 
of those who died had been ill for over four years, 
and many of the early deaths were clearly due to 
the inability of the parents to carry out the treat- 
ment prescribed. The ten children who, for one 
reason or another, were never given insulin, all died. 
Of the 38 children to whom insulin was given, but 
without adequate dieting or skilled medical super- 
vision, 18 died. On the other hand, of the 20 children 
systematically kept under observation, with strict 
dieting and sustained insulin treatment, all but five 
survived, and in considering these figures it is impor- 
tant to remember that although insulin treatment 
began in 1923, it was for the first few years extremely 
restricted in every respect. Only very small amounts 
of insulin were given, and the diets were correspond- 
ingly small. Insufficient food matters far more to 
children than to adults, but during the last few years 
only has it been recognised that large doses of insulin 
which allow of diets sufficient for normal growth 
and activity must be given to diabetic children if 
they are to develop normally. When looking to the 
future we may ignore all the cases in Salomonsen’s 
series except the last group of 20. And even here 
the mortality of 25 per cent. within four years is 
not at all what may reasonably be expected nowadays. 
The ability to use insulin to the best advantage is 
still increasing, and the death-rate should yet be 
much reduced. Two years ago we commented ? on 
the more encouraging results obtained by E. P. 
Joslin at the Mayo Clinic, where 147 out of 164 cases 
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treated. since 1923 were still alive in 1928. An 
analysis of the cause of death in the 17 fatal cases 
showed that in eight of them insulin treatment was 
either not used or was suspended for one reason or 
another, while in four others the disease was allowed 
to get out of control. It is not too much to say that 
the future of the diabetic child is hopeful, in so far as 
insulin is used to the fullest advantage. In England, 
at any rate, many of the older physicians in practice 
away from hospitals have necessarily had very little 
experience of insulin, and so when the treatment of 
the diabetic child is under discussion the question is 
still frequently heard: Is it really worth it? Those 
who have encountered some of the healthy happy 
diabetic children whose disease brings hardly any 
disability will probably answer, Yes. Pessimism will 
gradually disappear with the spread of knowledge 
beyond the diabetic clinic, and as it spreads the 
future of the diabetic child will become steadily 
brighter. aves 


HEAT CRAMPS. 


Tue peculiar condition of cramp in the muscles 
experienced by men working in high temperatures 
has been known for many years. Its chief cause 
seems to be high temperature associated with high 
humidity and low air velocity—in other words, 
interference with loss of body heat. The next most 
important factor is muscular effort, while a third is 
the physical condition of the worker. Cramps 
seldom afflict men working in the open air, however 
hot it is; they are usually in the muscles most 
vigorously used, and they are most often found in 
men who have insufficient sleep or food, or too much 
alcohol, or some intercurrent disease. Moreover, 
inexperienced men starting on hard work in the 
heat are especially liable to cramp. Dr. D. M. 
Glover, who reviews these facts,' says that it is the 
spare, wiry men who are most often affected, and 
that he has never seen a case in an obese person. 
Twenty-five years ago cramps were believed to be 
due to the drinking of iced water, and many steel 
mills supplied tepid water only. Possibly this dis- 
couraged the men from drinking large quantities, 
but otherwise the measure could have had little 
effect. The theory that cramp is due to salt loss is 
attributed to J..5. Haldane, but salt solution had 
been used empirically some years before he made 
the suggestion of giving sodium and potassium 
chloride in the drinking water. The results proved 
extremely gratifying, and Glover's recent observa- 
tions confirm these earlier findings. When the water 
is salted the men drink less and less often, he finds, 
and yet their thirst is quenched. The trouble has 
been that salty water is disagreeable to the taste, 
and men often will not drink it consistently. Glover 
therefore hit on the idea of supplying a salt tablet 
to be taken with each drink. Since the workers 
lose 2 or 3 g. of sodium chloride in an hour of hard 
work, a grs. 16 tablet of sodium chloride was recom- 
mended. This is only slightly larger than the ordinary 
aspirin tablet, and has been found to compensate the 
salt loss adequately. Glover points out the import- 
ance of making everything as simple as possible ; 
men will not take trouble, even to save themselves 
cramp, and they will not go and ask the foreman for 
tablets lest they should seem to be complaining or 
unfit for their work. It was therefore arranged that 
each drinking tap should have over it a machine 
delivering one tablet by some simple mechanism— 
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usually a rotating plate. Dr. Glover is unable to 
produce convincing statistical evidence of the freedom 
from cramp afforded by this simple means, but he is 
satisfied that the method is well worth introducing 
in any factory where men have to do hard muscular 
work at high temperatures. 


THE DANGERS OF MOTOR TRAFFIC. 


WE have received from the Pedestrians’ Association 
a statement in support of the contention that roads are 
growing increasingly dangerous to pedestrians owing 
to motor traffic, the view being based upon the first 
returns under the new Act abolishing speed limit. 
As far as London is concerned the road casualty 
returns for the metropolitan police area during the 
first nine months of 1931 show a decrease compared 
with the corresponding period of 1930, but the 
Association considers that conclusions based on the 
figures for a single area, however large, taken over a 
relatively short period, might be illusory. Despite 
the metropolitan experience, as shown by figures, 
the Association holds that the roads generally through- 
out the country have become more dangerous for the 
walking public, and that the flattering message sug- 
gested by the comparison of the first nine months 
of 1930 (1021 deaths) and the first nine months of 
1931 (963) has an obvious explanation ; there was, 
the Association points out, a great decrease in the 
number of mechanically propelled vehicles in the 
later year. The figures of the annual census 
taken by the Automobile Association, and,a return 
of the Ministry of Transport are quoted in support 
of this statement, and it is asked pertinently whether 
a detailed analysis and comparison might not reveal 
a relative increase in the casualties. The conclusion 
of the Association, which admits the impossibility of 
being precise, is that during 1931 the roads became 
for the walking public at least 10 per cent. more 
dangerous, and, while it formulates no conclusions 
concerning the attitude of motorists under the new 
régime, the statement implies that there has been an 
unthinking adoption of the new standard of increased 
speed. A decrease in motorists’ casualties is certainly 
not consoling to pedestrians; it suggests that 
motorists are becoming more careful to avoid acci- 
dents likely to involve danger to themselves while 
growing in recklessness towards the pedestrian. 
The statement issued by the Pedestrians’ Association 
discloses a serious state of affairs, and makes the 
terminal question in the document reasonable. 
If conditions have become so much worse in 
a normal year of reduced traffic, what will 
happen when traffic resumes once more its normal 
development ? 

The Marylebone branch of the British Medical 
Association is holding a meeting to discuss “the 
mischiefs of motoring” under the chairmanship of 
Sir StClair Thomson at 11, Chandos-street, on 
Jan. 27th, when it is to be hoped that the question 
of the attitude of the drivers of motor-propelled 
vehicles in regard to pedestrians will be discussed 
seriously. That the carelessness or confusion of the 
pedestrian may contribute to the number of the 
catastrophes no one denies, but the assumption is 
too often made that the blame lies with the pedes- 
trian. It is an effort of the imagination to describe 
an inquest connected with a motor catastrophe as 
an opportunity for a jury to describe a pedestrian 
as a ‘“‘jay-walker,” and to sympathise with the 
motorist in his painful regrets, but the description is 
not a very violent effort. 





THE POSITION OF THE ROYAL INSTITUTE OF 
PUBLIC HEALTH. 


THE Royal Institute of Public Health is compelled 
to vacate its home in Russell-square, and the acquire- 
ment of new premises has become imperative ; the 
Institute, further, is committed to a scheme of 
rebuilding inaugurated before the present financial 
stringency. The site in Russell-square will be utilised 
by the University of London, where street widening 
does not absorb it, and the Institute has acquired 
a freehold site at a cost of £19,256 on the north side 
of Queen-square, Holborn. The estimated amount 
required for the erection and equipment of the new 
building is £30,000, and the Institute has no endow- 
ment, and is without funds or income further than 
its receipts in fees and contributions from public 
authorities for investigations and analyses. Hence 
the need for an appeal to the general public who have 
benefited from the long-standing labours of the 
Institute, and it may be added here that the principal 
officials—the Principal, Treasurer, Counsel, Solicitors, 
Auditor, and Secretaries—act in an honorary capacity. 
The great claim of the Institute on public support 
in the crisis is its pioneer activities for the standardisa- 
tion of health service throughout the country. It 
started in an unpretentious way with the recognition 
by a small group of medical practitioners of the 
doubtful value of certain Diplomas in Public Health 
granted by universities and medical corporations, 
inasmuch as they did not form a registrable qualifica- 
tion, and it was decided to form a society with the 
object of promoting legislation on the subject. 

The new Institute was born and its great achieve- 
ment followed, by the securing of a statutory provision 
that the possession of the ‘‘ Diploma in Public Health” 
(D.P.H.) should be rendered compulsory upon all 
seeking to hold office as medical officer of health 
under public authorities. The General Medical 
Council accordingly undertook the standardisation 
of the various D.P.H. diplomas ensuring uniformity 
in the examinations. The Institute proceeded to 
provide a fully equipped centre for compliance with 
this curriculum, and in a report to the University 
of London the G.M.C. Inspectors stated that this 
was being successfully done. As a matter of fact, 
since 1886 over 1000 medical practitioners have 
received training at the Institute, the percentage of 
success of those presenting themselves for the Diploma 
in Public Health being as high as 85. Royal recog- 
nition was obtained in the Jubilee year of 1897, 
when Queen Victoria conferred upon the Institute 
the title of Royal and became its Patron 
—a position subsequently held by their late Majesties 
King Edward VII. and Queen Alexandra, and now 
held by their present Majesties. 

The President and Secretaries of the Institute will 
furnish any information required, and we are asked 
to state that the cheques of donors to the appeal for 
funds should be made payable to Lord Meston, Chair- 
man of the Appeal Committee, and crossed ‘ Barclay’ 
Bank, Ltd., Russell-square Branch.”’ 


NortH KENT MUTUAL HOSPITAL ASSOCIATION,— 
At the recent inaugural meeting of this association at 
Gravesend it was explained that by means of fixed annual 
or other periodical payments regular subscribers will obtain 
institutional treatment without trenching upon the funds 
of the North Kent Hospital. The income limits of the 
scheme are as follows: Single man or woman, widow or 
widower, £200 to £350 per annum ; married man and wife, 
£250 to £400; married man, wife, and children under 
16 years of age, £300 to £500. There is a uniform contri- 
bution of 6d. per week or 1 guinea per annum. 
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dormant until Gye resumed it. In 1925 *h blished 

THE ROLE OF VIRUSES IN THE the as of Gandia which led cat the 
AZTIOLOGY OF CANCER. conception that the infective agent is not an entity 
LATER DEVELOPMENTS OF DR. GYE’S WORK. different for each type of neoplasm, but a complex 


made up of an extrinsic agent—a virus—which may 
By W. Cramer, D.Sc., M.R.C.S., te a for different types of tumours and which 
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established concerning tumours of man and other | malignancy, and that their study may throw light 
mammals.” The second chapter is entitled: ‘‘ The | on the problem of malignancy in man and in mammals. 
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established concerning filterable tumours of the fowl.” | to demonstrate the dual nature of the “ infective 
In this way the various problems presented by the | agent ’—or “infective complex,” as it had better 
filtrable fowl tumours are clearly set out. They may | be called—of the tumour extracts was the inactivation 
be summarised as follows. What is the nature of | of the extracts by chloroform, which, acting as an 
the infective agent capable of transmitting these | antisepti@, was supposed to kill the virus. The 
fowl tumours in a specific manner? Is it of extrinsic | present work of the authors contains a detailed 
origin—that is to say, is it a virus? Or is it of | study of the mode of action of chloroform and certain 
intrinsic fowl origin—something produced by the | other antiseptics (phenol and acriflavine) on visible 
tumour cells themselves ? | pathogenic organisms such as B. coli and the virus 
Since now a considerable number of filtrable tumours | of pleuro-pneumonia of cattle. It was found that 
with widely different histological structure and | a number of hitherto unrecognised factors may 
biological behaviour have been found to occur in the | affect the rapidity or completeness with which these 
fowl, and since each tumour has its own specific | pathogenic micro-organisms are killed by antiseptics. 
infective agent—or cause—the next question which | When a comparison was made with the action of 
arises is: How are these causative agents related | these antiseptics on the tumour extracts, the same 
to each other? Are they all different from each | factors which determined the lethal action on the 
other as the specific nature of their action would known pathogenic organisms also affected in a 
seem toimply ? Or have they something in common, | like manner the inactivation of the tumour extracts. 
as one might agree from the fact that they all possess | It is argued, therefore, from analogy that the 
the property of transforming a normal cell into a | inactivation of tumour extracts by antiseptics is 
malignant one? And lastly, there is the question: | due to the destruction of a living agent. Another 
What is the relation of these fowl tumours to the | method of inactivating tumour extracts is by gentle 
problem of malignancy in man and in mammals, | heat or by prolo incubation. A detailed study 
where filtrable tumours have never been demon-| of the factors which determine this process leads, 
strated ? again by analogy, to the conclusion that inactivation 
This is not the first time that these questions | by this process is due to the alteration of a chemical 
have been formulated. They were asked 20 years | substance. On Gye’s reasoning a tumour extract 
ago by Rous and his collaborators. They were, | inactivated by an antiseptic should be reactivated 
however, unable to give an adequate explanation of | by the addition of an extract inactivated by heat. 
the relationship of the various filtrable tumours,| The results obtained in this way are, however, 
which they had discovered, to each other, except to | admittedly too irregular to be conclusive. The 
postulate for each tumour with a characteristic | explanation offered for these irregularities is that the 
structure a different specific agent. As regards | action of antiseptics is not restricted to the living 
their relationship to cancer in man and in mammals, | agent, but often leads to changes in other essential 
they stated bluntly that “‘the findings of the fowl constituents of the tumour extract. This line of 
tumours largely demolish the theoretical basis on | investigation was therefore abandoned for an 
which the objections to an extrinsic cause for cancer entirely new method of analysis of the infective 
have been built up.” In spite of this statement— | complex by means of immune sera. 
or perhaps on account of it—the work of Rous was For the serological work the authors have employed 
practically ignored by other students of the cancer| three different strains of filtrable tumour: the 
problem, and the whole subject was allowed to remain | well-known strain Rous No, 1; the Fujinami strain, 
: = Zc & ee ea : which is histologically indistinguishable from the 
Party MBs, Members of the Scntine Bead of the Nationai | Rous No. 1, but which is biologically different in 
Ine for Medical Rescarch, London. : Casseliiasid Co. | ——— 
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so far as it can be transmitted to a certain breed 
of ducks ; and thirdly, the Begg endothelioma strain, 
which has an entirely different histological structure 
and grows more slowly than either of the two other 
strains. Immune sera were prepared by the repeated 
injection of extracts of these tumours into ducks, 
goate, and horses. In addition, an immune seram 
against normal fowl cells was prepared by repeated 
injections of fowl embryo into a goat. With these 
immune sera the authors have carried out a variety 
of experiments which in their variety and ingenuity 
are fascinating to follow. Only a few examples can 
be given here to explain the manner in which the 
use of these sera has enabled the authors to analyse 
the infective complex by allowing these sera to 
interact with the tumour extract in vitro, and then 
testing the activity of the mixture by injecting it 
into fresh animals. The normal fowl cell immune 
serum will inactivate the extracts of all the three 
different fowl tumour strains. But if the immune 
serum is first treated with normal fowl cells so as 
to absorb the normal fowl antibody, it has lost its 
power to inactivate the tumour extracts. Moreover, 
the unabsorbed serum does not inactivate the extracts 
of a Fujinami tumour which has grown in a duck. 
These experiments indicate then that the infective 
compiex of the fowl tumour contains an element 
of fowl origin which is essential for its infective 
activity. 

Now the immune sera prepared by injection of 
a particular fowl tumour inactivate tumour extract 
of that particular strain and also of other’ strains, 
and they do not lose their neutralising power by 
previous treatment with normal fowl cells. This is 
evidence of the existence in the infective complex of 
an element which is not of fowl origin. This con- 
clusion is confirmed by numerous experiments of 
which perhaps the most convincing one is that an 
immune serum prepared from tlfe tumours of the 
Fujinami strain grown in fowls will inactivate tumour 
extracts of that strain, even if the extract is made 
from a tumour grown in a duck. These experiments 
are given in great detail, and the results are recorded 
diagrammatically in such a clear manner that they 
can be understood at a glance. The experimental 
evidence presented in this book is-impressive, and 
makes it difficult to evade the conclusion that the 
infectivity of a tumour extract is due to an “infective 
complex,” of which one element is of fowl origin, 
while another part is of extrinsic origin, that is to say, 
is a virus. The combined action of both these 
elements is necessary to produce the malignant 
transformation of a normal cell. There is also 
evidence that the virus element is the same in 
different tumour strains, but not in all. Of the 
three tumour strains used the Rous No. 1 strain 
and the Begg endothelioma are held to have the 
same virus, while a different virus is postulated from 
the experimental results for the Fujinami strain. 
This is an unexpected but important «onclusion, 
because it indicates that tumours histologically 
different have the same virus, while tumours of 
similar histological structure may have a different 
virus. It is the intrinsic fowl element of the infective 
complex which is specific for each tumour strain, 
and which modifies the action of a virus so that the 
same virus may infect different types of cells and 
thus give rise to different types of tumours. 

In the last chapter the authors attack the question 
of the relationship between these fowl tumours 
and cancer in mammals and in man. Up to this 
point their views and arguments are presented with 








a truly scientific objectivity which does not conceal 
difficulties in interpretation or gloss over apparent 
contradictions in the experimental results. But in 
the last chapter the authors have allowed their vision 
to run away with their objectivity. The cellular 
theory of cancer is presented as a malevolent influence 
which has obscured the true vision of the problem 
and has retarded progress. It is right to point out 
that the neglect of Rous’s important discovery was 
a mistake, but that is not the fault of the cellular 
theory but rather of those who look upon a scientific 
theory as if it represented the ultimate truth which 
has to be defended like a religious dogma, and do not 
understand that it is merely a temporary conception 
which may require modification in the light of 
further advances in our knowledge. The cellular 
theory of cancer is based on the fact that it has not 
been possible so far to demonstrate in mammalian 
neoplasms an element separable from the cell which 
could transmit the disease. This is admitted by 
the authors in the earlier part of their book. The 
student of cancer is to-day in very much the same 
position as the physicist. In both cases observations 
carried out from different points of view have led 
to two different conceptions which appear to be 
mutually contradictory. But the physicist does 
not appear to be worried by this dilemma. As an 
eminent physicist has put it, he uses the one con- 
ception on Mondays, Wednesdays, and Fridays, and 
the other conception for the rest of the week. In 
doing so he hopes to reach eventually a position 
where he can bridge over the gap. In cancer research 
we have reached a similar position. In fact, the 
attractiveness of Gye’s theory lies in the fact that it 
presents a possibility of bridging over the gap between 
a cellular theory and a virus theory. In Gye’s own 
conception the virus by itself is unable to “ cause ”’ 
cancer even in fowls, it requires in addition the 
presence of a cellular factor. We know from experi- 
mental carcinogenesis, and from occupational cancer 
in man, that a long period of induction, in which 
visible cellular changes take place, is necessary 
before cancer can develop. In fowls, too, we 
know from the age-incidence of spontaneous filtrable 
tumours that a similar process must occur there. 
In fact, it appears to be more difficult to produce 
in fowls cancer experimentally by tar painting than 
in mice. Even if we admit for the sake of argument 
that a virus had been demonstrated in the cells of 
mammalian tumours, we would still have to consider 
the cellular changes which enable the virus to enter 
the cell as being responsible for the disease. The 
cause of occupational cancer would still be the occu- 
pation, the cause of experimental tar cancer would 
still be the chronic irritation produced by tar painting . 
Cancer would still have to be considered as a local 
disease at its inception with operative removal as 
the proper treatment. There is, in fact, no more 
resemblance between Gye’s conception of cancer as 
a virus disease and the older germ thories of cancer 
than there is between the conception of the modern 
chemist on the transformation of certain elements 
and the attempts of the alchemists to transform lead 
into gold. In the last pages of their book the authors 
seem to be engaged more in fanning the embers of 
an old controversy than to illuminate the cancer 
problem by the light of their new conception. 

The book is one which every student of cancer 
should read and consider. That is made easy for 
him, because it is written in a clear, lucid style 
which stimulates one to follow the authors in their 
intricate arguments and experiments. 
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THE DOMICILIARY SERVICE OF A 
MATERNITY HOSPITAL. 


WITH SPECIAL REFERENCE TO PYREXIA AND THE VALUE 
OF SKILLED NURSING, 


By Guapys B. Carter, B.Sc. (Econ.), 8.R.N., 


INSPECTOR OF MIDWIVES FOR MANCHESTER >; RECENTLY SUPER- 
VISING SISTER, OUT-PATIENT MIDWIFERY, UNIVERSITY 
COLLEGE HOSPITAL, LONDON, 


THE nursing records of the maternity district of 
University College Hospital during 17 months have 
been analysed for two purposes: (1) to give the 
material for a critical evaluation of the service of 
trained nurse-midwives provided by the hospital for 
women delivered in their homes by medical students ; 
and (2) to see if a study of all cases of pyrexia in the 
puerperium occurring during that period would 
throw any light on its causation. 

The records relate to 1327 cases of women delivered 
on the district by medical students and nursed at 
home, taken consecutively, beginning on Jan. 31st, 
1929, and ending on April 29th, 1931. For the survey 
of pyrexia the next 82 deliveries and puerperia have 
been added, making 1409 cases in all, and bringing 
the record to June 30th, 1931. There is a second 
group of 255 cases delivered and nursed by pupil- 
midwives during the same period, February, 1929, 
to April, 1931, of which records have been kept in 
the same form, and similarly the next 32 cases have 
been added for the pyrexia survey, making 287 cases 
up to July 3lst, 1931. These additions were made 
80 as to be able to compare the pyrexia rates month 
by month for two complete years. Only cases which 
were fully reported and recorded daily in special 
uniform case-books have been included, with the 
result that a few cases delivered by medical students 
have been omitted, either because the nursing records 
are incomplete or because the nursing was undertaken 
by an outside maternity association. 

In addition to the 1327 cases, 33 cases were seen 
on the district and brought into hospital either before, 
during, or after labour—that is, 2-42 per cent. of 
1360 cases. This is not quite a correct picture of the 
percentage admitted to hospital, for it will be remem- 
bered that the students attended a few cases besides 
the 1327. 

Up to April Ist, 1930, the student went to the case 
alone, and was assisted by a handywoman, who might 
be a relative or friend, or a woman who looked upon 
herself as quite as good as a midwife and who had 
“followed the University”’ for many years, and 
might possess considerable skill. This procedure 
obtained for the first 679 cases in the series. After 
that date a State-registered nurse-midwife started 
out with the student to each case, and relegated the 
handywoman to the background as much as she 
could or dared. The student is in charge of the case 
and not the nurse. Including the 82 cases added 
for the pyrexia survey this period refers to 730 cases. 
The pupil-midwife is always accompanied by a sister 
or staff midwife until she has had 20 cases, when she 
may go alone or with a fellow pupil. 

EQUIPMENT. 

The student takes to his case his bag and a sterile 
drum put ready in a canvas cover. In the bag two 
kidney dishes, nail-brush, two pair of Spencer Wells 
forceps, dressing forceps, scissors, cord ligatures, 
dressings, and catheter are carried sterile. Material 
for suturing, and a hypodermic syringe for the local 
injection of 2 per cent. novocain, are also carried 


sterile. The drum contains a gown, two towels, a 
small jaconet sheet, mops, and vulval pads. 

The chief alterations in the equipment during the 
period have been the introduction of gauze masks, 
consisting of eight layers of gauze, about April Ist, 
1929; the provision of two sterilised kidney dishes 
instead of a small douche can, which was never used, 
and the substitution of dry sterile gloves for wet 
ones. 


The nurse who goes to the delivery carries, in a small 
attaché case kept for the purpose, her own mackintosh 
apron, dry sterile gloves, gauze mask, nail-brush and soap, 
a a ety razor and bowl. All patients are shaved. 
She has no apparatus for treatment of any kind, but is 
equipped to deal with a normal case if by misadventure the 
baby came in the absence of the student. This has never 
happened in practice. 

Pupil midwives carry a case bag supplemented by an 
American cloth earrier and no drum. Sterile gowns were 
done away with early in the period, as it was found that the 
pupil wanted to dress up early in the case, and then con- 
sidered herself to be too sterile to attend to the mother’s 
wants. She now wears a carbolised mackintosh apron and 
freshly laundered sleeves for the upper arm, and an 
unstarched handkerchief cap. Dry sterile gloves have 
been used throughout. Mas were added at the same 
time as they were given to the students. Clean white 
stockings are carried for the mother, and a thin large 
mackintosh to protect the bed. 

The pupils carry sterilised kidney dishes, a large douche 
can, and a rectal saline apparatus. A delivery bundle 
containing a set of mops, pads, towels, ligatures, &c., 
sufficient for one case, is baked and put into the case bag. 
This was introduced abeut a year ago to replace numerous 
small bags. A small sterile packet for vaginal examination 
only is used if the case is not coming on. 

The sister-midwife has a bag of her own containing her 
own apron, mask, cap and gloves, labour and uterine 
stimulants. She manages the case entirely, and only calls 
for medical assistance according to the C.M.B. rules. 

The district equipment is completed by the bag and drum 
kept in readiness for the obstetric house surgeon. The drum 
contains leggings for the mother and a perineal sheet, in 
addition to the usual contents of the drum carried by the 
student. In the bag are the midwifery forceps carried 
sterile, anesthetic requirements, and a sterilised apparatus 
for subcutaneous saline. To this has recently been added 
an intravenous set with sterile gum acacia solution. 

Perchloride of mercury in ‘“ soloid’’ form is carried by 
nurses and students alike. It is used at a strength of 
1 in 1000 for mopping the patient and for soaking the 
hands. Pure lysol is carried for emergency cleansing of 
domestic utensils only. The district sister now takes 
charge of the entire equipment. The nurses make the 
necessary stock, and pack the drums. Students sterilise 
their own instruments and bowls and keep their own bags 
in order, asking for clean linings, &c., as requi 


Throughout the period development has been in 
the direction not so much of improvement of the 
equipment carried but of very much greater care in 
its maintenance and sterilisation. The provision of 
masks, sterilised kidney dishes, and dry gloves are 
important changes, but the outstanding feature is 
the giving up, on a definite date, of the practice of 
sending a student alone to a case. 


NURSING CARE OF THE MOTHER AND BABY. 

Before the period under review every woman 
booking with the hospital knew that she must provide 
a woman to be with her at her delivery and to nurse 
her afterwards. During the puerperium the hospital 
sent a maternity nurse, not always either general- 
trained or a midwife, to visit the mother and baby 
to see that all was well, take the temperature, pulse, 
and respiration, measure the height of the fundus, 
and inspect the umbilical cord. It was not always 
possible to visit every day. The student and the 
obstetric house surgeons also made routine periodic 
visits. There was no system of regular and uniform 
reporting of the nursing care. 

The new system aimed at providing a fully-trained 
nurse with the student at each case, and complete 
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handywoman becoming a home help and doing no 
treatment of any kind. The nurses did not begin 
to go out with the students—except in isolated cases, 
generally for a complicated delivery requiring the 
presence of the doctor—until April, 1930. General- 
trained nurse-midwives were substituted for the 
maternity nurses from January, 1929, and the 1327 
cases dealt with were attended by this type of nurse 
only. In every case one daily visit at least is paid, 
except if Sunday falls on a day after the fifth day of 
the puerperium, when a visit may be omitted if 
the case is normal. If there is any illness of mother 
or baby, and always in stitch cases, the nurse does 
the entire nursing, and in any case of a raised morning 
temperature or any unsatisfactory condition—e.g., 
stitches in the mother or prematurity in the baby— 
unlimited evening visits are paid. Geographically, 
the district, which is large, falls into three areas, 
and a proposal was made to give a complete nursing 
service in one area. This was rejected, as it was felt 
that the available staff should provide skilled nursing 
where it was most required. 

It is not easy to eliminate the handywoman, and in 
practice it is found that if a mother engages a satis- 
factory woman who expects to attend to the mother 
and bath the baby she is apparently better off— 
provided that a skilled nurse goes daily to inspect 
and take over if need arise—than the mother who 
gratefully accepts the full service of the nurse, but 
whose feeding, house, and children are neglected 
because there is no competent person to look after 
them in the absence of the nurse. 

The study of the puerperal pyrexia returns tends 
to show that nursing by the handywoman is an 
added risk. 

From the first a record of the handywoman in attendance 
at every case has been kept, so that it is accurately known 
what handywomen have been associated with cases of 
pyrexia. When a woman books she is asked what provision 
she has made for her lying-in. She’is informed that a 
nurse will be in attendance at the delivery with the doctor, 
and is offered the services of the nurse in the puerperium 
twice a day for the first three days, and once a day for the 
remaining seven days. If she prefers a handywoman, the 
result for her will be that the nurse will call and inspect 
every day, but not in the evenings unless need arises. 

There are practically no unbooked cases in the 
series. Table I. shows the extent of ante-natal care. 


TaBLE I.—Eztent of Ante-natal Care. 
Students’ district. Midwives’ district. 


Percentage 
of total. 


Percentage 
of tot al. 


Cases. ‘Cases. 


No record of ante-: 


satal 
examination .. “ 


Booking only (in many of 
these blood for W asser- . 
mann test was taken) ‘31 

One complete examina- 
tion, obstetric and ~ 
medical iis -- | 203 11-37 

Variable number of sub- 


sequent examinations | 1040 84-31 


The 84 cases of which there is no record or no 
complete examination occur, with very few exceptions, 
in the first six months, as a careful system of follow-up 
by letter and visiting was built up during that 
period. 

Whether the daily nursing is done by the nurse 
only or by the handywoman under the supervision 
of the nurse, the visits are reported in exactly the 


same way. The nurse carries a printed notebook 
into which she enters the particulars at the house, 
and she personally gives her report to the supervising 
sister or her deputy, who enters it into the ledger 
with the nurse’s name. After her first visit she 
reports the hour of birth and nature of the delivery, 
the number of rooms and occupants, state of the 
house, name and address of the handywoman, her 
cleanliness or otherwise, and any illness in the house— 
e.g., impetigo. 

The hospital possesses a fund which allows for the 
giving of ten free dinners to the lying-in mother, also 
milk. The nurses are expected to find out if the 
woman is getting sufficient food, and if they consider 
that the case is one in which a good midday meal 
is not forthcoming they bring back additional particu- 
lars as to the number in family, husband’s earnings, 
and rent. We consider this is a most important 
factor in the successful recovery of the mother and 
the establishment of lactation. 

Each nurse has her own bag, used for daily visiting 
only. If she is completely nursing the case she leaves 
nail-brush, mackintosh apron—Woolworth’s 6d. aprons 
are largely used—and, if necessary, bowls at the 
house, and they are brought back at the end of the 
puerperium. For inspection visits she carries a 
nail-brush, apron, and bowls for use as required. 
Perchloride of mercury, 1 in 1000, is used for mopping 
and for disinfecting of hands. No equipment, such 
as thermometer or scissors, may be carried outside 
the bag. 

Stitches are swabbed with normal saline as routine, 
and every primipara is “‘jugged’’ with saline for 
the first two or three days until edema and abrasions 
have disappeared. Bad lacerations are irrigated with 
a rubber catheter, a boiled-up douche can being left 
covered up at the house. Any tendency to slough 
is treated by a change to eusol half strength, and 
recently by chloramine T, 1 per cent. Cleaning up 
with hydrogen peroxide is very rarely necessary. 
Lotio rubra has been used very successfully to small 
areas not granulating well. No stitch dressings are 
applied. Liquid paraffin is charted for stitch cases 
and administered on the same day as delivery. No 
other aperient is given, and, if required, the bowels 
are opened about the third day by a simple enema 
with rectal tube. Normal cases are given two pills 
“78” (eolocynth with ipecacuanha) about the 
evening of the second day and, if aperients are 
required during the puerperium, freshly-made eenna 
tea is given. Rubber gloves are carried for use if 
there is any suspicion of infection about mother or 
baby, and doubtful cases are attended to in gloves. 


The daily particulars are reported under the 
following heads :— 





Mother.—Breasts and nipples; lochia; perineum ; 
fundus; stools; urine; temperature, . and respira- 
tion; tongue; sleep; diet; general condition; and 
treatment. 

Baby.—Cradle or mother’s bed; clothes, good or bad ; 
umbilicus; diet; stools; urine; vomiting; weight ; 
temperature; skin; eyes; mouth; general condition ; 


and treatment. 


Two-minute thermometers were originally used, 
but recently half-minute ones have been substituted. 
The nurse puts the thermometer in the mouth while 
she makes her preparations or looks at the baby, 
so that it has been in the mouth at least three to five 
minutes before the temperature is charted. In studying 
the pyrexia rates it must be remembered that the 
morning temperature is taken roughly between the 
hours of 9 a.m. and 12 midday, and the evening 





temperature between 5.30 p.m. and 6.30 p.m. The 
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baby’s temperature is not taken as a routine, except 
for premature babies, when a rectal thermometer 
registering down to 85° F. is used, and the reading is 
looked upon as a check upon the adequacy of feeding 
and care. The height of the fundus is measured 
with a ruler. 

The nursing care on the pupil midwives’ district 
is exactly similar, and reports are taken in the same 
way. The pupil does everything for the mother and 
baby, and for the last year every case has been 
visited for 14 days. The mother gets up on the 
tenth day if well, the nurse visiting to bath the baby, 
and if the mother is a primipara she baths it herself 
under supervision. The results from the extension 
of the puerperium are good, lactation is better 
established in 14 days, and the loss of milk on getting 


TABLE II.—Summary of Cases. 


| 
. Case 8 
a a Per- delivered Per- 
“~ |}centage. by pup centage. 
by students) midwives. 





Number of cases 
Primipare .. 
Multipare .. 


1327 
186 
1141 | 


970*| 
280 ¢|94 


Normal labour and 1250{ 


J 
born before arrival *~ t 


73 
21 
Abnormal cases de- 
livered and nursed 
at home .. - 
Forceps rate 
Stillbirths .. 
Neonatal deaths 
Torn perineum, ex- 
clu forceps and | 
born before arrival 
Discharging eyes: 


treated with 5 per 
cent. protargol .. 


52 3-91 10 3-92 
No treatment 35 | 2-64 9 3-53 

(Only one case of ophthalmia in the series was serious ; 
it was transferred to St. Margaret’s Hospital (L.C.C.), where 


recovery soon took place.) 
° | 150 


22 


11-3 
1-65 


Sore nipples 30 


15 


11-7 


Cracked nipples 5-88 


| 


*N.L. 1B.B.A. 


up, which so often occurs because the mother has to 
grapple with all her household cares unaided, is 
guarded against. The baby’s weight on the fourteenth 
day is a much better criterion of success or failure 
or need for modification of the feeding than the tenth 
day weight. The district sister visits each case 
several times in the puerperium, and makes a thorough 
inspection of mother and baby before the case is left. 

Soreness and cracking of nipple occurs generally 
between the second and fifth days, and is trivial. 
It is treated with glycerin and boric acid or tinct. 
benzoin co. Only one case of breast abscess occurred 
on the students’ district and one case of raised 
temperature, due to inflammation of the breast, 
which subsided, on the pupils’ district. In neither 
case was there cracking or soreness of the nipples. 
No routine puerperal treatment of breasts or nipples 
is carried out. Overfull breasts are treated by support 
and, rarely, by hot bathing and manual relief. A 
breast pump is never used. Careful instruction of 
the mother is relied upon to prevent engorgement. 
A nipple shield is used if the nipples are poor, but is 
discarded as soon as possible. 


Failure to breast-feed is very rare. In cases of 
slow establishment of lactation, large babies, or weakly 
and premature ones, complementary and extra feeds 
of lactose solution 1/8 are given in the first few days. 
Extra milk feeds are never given until late in the 
puerperium, when it becomes evident that the breast 
milk is really insufficient. Attendance on the baby 
is not given up until it is doing well or has been 
transferred to the infant welfare clinic. The average 
number of visits per patient is 11-18 on the students’ 
district and 16-44 on the pupils’ district. 


SURVEY OF CASES OF PYREXIA. 


Records of pyrexia have been kept under three 
headings :— 


(1) Cases which are notifiable under the Puerperal Pyrexia 
Order, the words ‘‘ with recurrence within that period ”’ 
being taken to mean a second appearance of 100-4° F. any 
time over 24 hours later than the first appearance in those 
cases where it has not remained up in the 24-hour period. 

(2) Cases which reach 100° F. at any one time during 
the puerperium, but do not become notifiable. 

(3) Cases which do not reach 100° F., but are 99° F. or 
over in the morning. The class is a little indefinite, but 
includes those cases which run a slightly febrile puerperium 
with or without symptoms. It is included so as to see if 
its occurrence has any relationship to the other groups. 
(See Table IIL.) 


TaBLeE III.—Pyrezia-rates Before and After Advent of 
Nurses. 


| Students. Midwives. 


| Before advent of | Before advent of 
nurses. district sister. 


February, 1929, to 
{ 679 cases. 118 cases 


March, 1930 


Percentage Cases. Percentage 


\Cases. 





5 5 4°23 
4-71 8 

795 11 
10-63 19 


(1) Notifiable pyrexia .. 2: 
(2) 100°F. . cd 


(3) Under 100°F. 


35 
6-77 
9-33 


Torn perineum, 677 cases 16-01 


After advent of 
nurses. 
730 cases. 


After advent of 
district sister. 


April, 1930, to June, 169 cases. 
1931. 


Cases. |Percentage. Cases. Percentage. 


(1) Notifiable pyrexia .. 
(2) 100° F. 
(3) Under 100° F. 


16 2-19 2 


1-18 
33 


4:52 


4-14 
11 1-5 7 4-14 


40 2 
(on 137 
cases). 


Torn perineum, 648 cases 1-45 


A second grouping gives the severity of the pyrexia : 
(a) Cases over 102° F.; (b) cases 101°-102° F.; 
(c) cases 100°-101° F.; (d) cases with temperature 
of one day only. (See Table IV.) 

There are no maternal deaths to consider, either 
on the district or on cases brought in during the 
puerperium. All cases are set out monthly to see 
if there is any seasonal variation, but the period is 
too short to draw any conclusions. The following 
factors are also considered in their relation tv 
pyrexia: (1) Ante-natal care; (2) overcrowding and 
dirt ; (3) character of the labour; (4) the attendants 
at the labour and during the puerperium. 

The figures have been divided up to show the 
incidence of pyrexia before and after the change 
in April, 1930, when a general trained nurse-midwife 





began to attend every case delivered by a student. 
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On the pupils’ district a highly experienced district 
sister began to take out the pupils on Feb. Ist, 1930, 
making a similar notable change. Probably before 
this happened—certainly on the students’ district— 
the wearing of masks was quite useless, because an 
unmasked handywoman was allowed to pore over 


equipment and patient. The same division has been 
made of the figures for torn perineums, as they also 
tend to show the effect of more skilled assistance. 
(See Tables III. and IV.) 


TaBLE 1V.— Pyrexia-rates Before and After Advent of 
Nurses (Another ss ae aon 





Before aavent ot | | 
nurses. 
679 cases. 


Before advent of 
istrict sister. 


February, 118 cases. 


March, 


1929, to 
1930. 


Cases. Percentage.| Cases. Percentage. 


(a) Cases over 102° F, 





23 3-38 2 1-69 
(b) 101°-102° F. 15 2-2 4 3°38 
(c) 100°-101° F. 17 2-51 7 5-93 
(d) With temperature « 
one day only .. 14 2-06 — _ 





After advent of 
district sister. 
169 cases. 


After advent of 
nurses. 
730 cases. 


April, 
to June, 


1930, 
1931. 





Cases. ‘Percentage. Cases. Percentage. 


(a) Cases over 102° F. 





12 1-63 1 0-59 
(b) 101°-102° F. wt 8 109 | — — 
(c) 100°-101° F. 15 | 2-04 4 2-36 
(d) With temperature of | 
one day only .. 15 | 2-04 5 2-95 
| 





A study of Tables III. and IV. shows a drop in the 
rates of notifiable pyrexia on both districts, and, to 
a certain extent, of all types, but the drop is much 
more marked in the very mild cases. The greatest 
drop is also shown to occur in the rates above 102° F. 
and in the group 101°-102° F. (Table IV.). The 
one-day group and the 100°-101° F. do not show 


TABLE deers ititn of Casex of Notifiable Pysexia. 








| Students’ district. 51 cases. Midwives’ district. 7 cases. 
|—_-_—__———_——__ |- ssseiichanloesieninsbediaea 

| 1929-1930 ‘| 1930-1931 1929-1930 1930-1931 

| Feb.—March. | April-June. Feb.—Jan. Feb.—June. 


\Be ‘fore! nurses. 


(a) 12 5 
(2) | Tye ee 4 2 
(3) | 2 
(4) | Hivu pare 1 


After nurses. Before sister. After sister. 








(1) Cases brought into hospital, investigated, and uterine 


sepsis found. 

(2) Evidence of uterine sepsis but no investigation made. 
(3) Not diagnosed, probably sepsis. 
(4) Diagnosed as not septic. 


very much change. It seems to be fair to infer 
that pyrexia of one day’s duration and up to 100° F. 
is due to fairly constant causes, such as reaction, 
activity of the breasts, delayed action of the bowels, 
&c., while the higher rates and the lower rates of 
longer duration are due to illness of some kind. Cases 
which run a continued temperature of the 99°-99-8° F. 
variety always cause anxiety, and sometimes become 
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morbid later on. Full investigation of some of these 
would probably show uterine infection. From the 
point of view of nursing precautions they are always 
treated as possibly infectious. The higher incidence 
of the lower rates on the midwives’ district is possibly 
due to the larger number of routine evening visits 
paid. 

No attempt has been made to classify the non- 
notifiable pyrexias, but the notifiable cases are divided 
into four groups, as shown in Table V. 

The non-septic cases were assigned to: pyelitis, 5; 
asthma, | ; small-pox, 1 ; bronchitis, 2; influenza, 2; 
pleurisy, 1; rheumatic fever, 1; acute tonsillitis, 1 ; 
chest condition, 1; reaction, 1. 


Antenatal care.—One case of notifiable pyrexia 
had had no antenatal care. She had a thrombus. 
Three cases of the up-to-100° F. type also had had 
none. On the midwives’ district an unmarried 
primipara was taken as an emergency and ran a 
mild but notifiable temperature, probably due to 
sepsis, and one non-notifiable case had been booked 
only. 

Overcrowding.—The housing conditions of the cases. 
were as follows :— 


One — to a room - 345 cases .. 25-99 iad cent. 
(20-28 per cent. of = B ee a ae 
One —_ > tworooms .. 33-05 99 
thre cent. of inewe ‘were ere primi a) 
One family ys : y rooms .. [3-5 9» 
* ” 4-37 ” 
"(5-2 per ou nae all cases were living in basements.) 


Six families had seven persons, excluding the new 
baby, in one room only; 11 families had ten persons 
in two rooms. In one case there were 12 persons 
and the baby to two rooms. Of the 17 cases of 
definite sepsis only one was noted as living under 
extremely bad conditions. 


In this case there were seven persons housed in one filthy 
basement room. The labour was normal, pyrexia developed 
on the sixth day, and, on investigation in hospital, uterine 
sepsis was found, due to a hemolytic streptococcus. The 
baby never did well. When the woman again became 

gnant she was refused treatment at home, but given a 
bed in hospital. Labour and the puerperium were normal, 
and the baby did well. 

Many labours were conducted in unsuitable sur- 
roundings. Although the mother may not develop 
sepsis, the baby undoubtedly suffers from spending 
its first ten days in an overcrowded bed. 

On the midwives’ district for the present year all 
cases have been visited antenatally by the sister and 
pupil, and a careful inquiry made into the suitability 
of the home and adequacy of the preparations. In 
many cases great efforts have been made by the 
mother to clean up the home. Really unsuitable cases 
have been referred to this hospital or to the municipal. 
hospital. 


CHARACTER OF LABOUR IN CASES OF PYREXIA. 


In the 51 cases of notifiable pyrexia on the students’ 
district the character of the labour was as follows :— 


Normal: 42 (9 primipare); B.B.A., 3. Total 45 (88-2 
r cent.). Abnormal: forceps, 3; twins, 2; abortion, 1. 
otal 6. Torn perineum in four cases. 


The 17 cases of definite sepsis investigated occurred. 
as follows :— 


Normal: 13 (3 primipare); B.B.A., 1. Abnormal: 
forceps, 2; twins, 1. Total 3. Torn perineum in three 
cases in multipare (forceps, 1; normal labour, 2). 

Of these investigated cases only two had had a nurse 
both at delivery and giving full care in the puerperium. 
One was a forceps delivery who was found to have a mild 
streptococcal infection of the uterus, and the other a 


primipara with twins who had a non-hemolytic streptococcal 





infection, the temperature not exceeding 101-6° 


Four 
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of the septic cases were nursed bY the same handywoman, 
who also had four non-notifiable pyrexias. No other 
handywoman had more than two cases, and none near 
enough together to cause suspicion. 


In the seven cases of notifiable pyrexia on the 
midwives’ district there were five cases of normal 
labour (two primipare) and one B.B.A. (Total 6, 
or 85-7 per cent.) There was one case of twins and 
one of torn perineum. 


THE PROBLEM OF THE CARRIER. 


Whenever a case of pyrexia is brought into hospital 
and the pyrexia is shown to be due to sepsis, every 
effort is made to track down the cause; the throats 
of students, obstetric assistants, nurses, and handy- 
women and husbands are searched for offending 
organisms, and bags and equipment are disinfected 
with the utmost care. The suspicion remains that 
at times a germ is carried, even when entirely different 
people have handled the cases. One small group of 
cases is instructive in this connexion. 

A multipara was delivered normally on Dec. Ist and 
developed pyrexia on the 4th; the temperature reached 
102-4° F. There were no uterine signs, and the case was 
not brought in, as it cleared up in a few days and the cause 
of the pyrexia was, therefore, undiagnosed. A primipara 
was delivered on Dec. 4th and had a normal puerperium 
until Dec. 14th, when she became ill; the temperature 
rose to 104-6° F., and she developed a severe sore-throat. 
She was admitted and investigated, and found to have a 
severe hemolytic streptococcal infection of the throat, 
but the uterus and vagina were sterile. On Dec. 4th a 
multipara was delivered normally, and on Dec. 14th her 
temperature rose to 103-4° F. on the third day and she was 
admitted. She had a rash and sore-throat; hemolytic 
streptococci were found in numbers in the uterus and 

na, and a few in the throat. The pathologist then sent 
for the first woman and took an intra-uterine swab, finding 
hemolytic streptococci. Different students had delivered 
these women, and different nurses and handywomen had 
visited them. 

No conclusions are drawn, but from the point of 
view of the person who is responsible for the nursing 
of cases an undiagnosed pyrexia, especially one with 
few uterine signs, is a very grave anxiety. 


SUMMARY AND CONCLUSIONS. 


The maternity district of this hospital was reor- 
ganised in 1928 to provide general-trained nurse- 
midwives to go out with students to deliveries and 
nurse the mother afterwards. It seems possible to 
draw the following conclusions from the results so 
far obtainable :— 

1. A skilled nursing service for women delivered 
in their homes by medical students is of educational 
value because it teaches how good nursing care 
during labour, especially prolonged labour, diminishes 
physical and mental wear and tear in the mother, 
and during the puerperium helps to restore her to full 
health and to give the baby a good start in life. 

2. The factors which lead to a diminution of the 
accidents of labour and puerperal sepsis in domiciliary 
practice are: (a) Choice of suitable cases in the 
antenatal department ; (b) the displacement of the 
handywoman ; (c) the provision and maintenance of 
adequate equipment, including sterilised dressings, 
gloves, and masks. 

3. Cases of pyrexia not obviously due to non- 
uterine causes should be brought into hospital and 
investigated : (a) for research, (b) to prevent the spread 
of infection. 


I wish to express my gratitude to Prof. F. J. Browne, 
director of the obstetric unit at this hospital, for 
allowing me to keep these records and for access to 
the records of cases brought into hospital, and for 
many suggestions about this paper. 





IRELAND. 


(FROM OUR OWN CORRESPONDENT.) 


THE PROBLEM OF THE SLUMS. 

So unexpectedly fruitful have the sweepstakes 
on behalf of hospitals proved that it is hardly sur- 
prising that the same method is put forward for 
solving other problems. The problem of the Dublin 
slums is one of long standing, and is no less pressing 
than it was 20 years ago, notwithstanding the 
extensive housing schemes that have been carried 
into effect both by the Dublin corporation and by the 
Government. At the present time of financial 
stringency it seems impossible for either of these 
authorities to undertake any outlay on a large scale, 
at any rate for some years to come. In view of this, 
some of those who are anxious about the slum problem 
are casting looks at public sweepstakes as a means of 
raising the requisite funds. A fortnight ago in the 
Senate of the Irish Free State, a resolution was 
carried, almost without opposition, asking that the 
executive council should promote legislation to 
make part of the surplus from sweepstakes pro- 
moted under the Public Charitable Hospitals Acts 
available for the clearing of insanitary areas and 
the housing of the working classes. Dr. Gogarty, 
who seconded the resolution, suggested that there 
should be a ten years’ extension of the hospitals 
sweepstakes for the purpose of closing up the slums 
in the country. Sir Edward Coey Bigger, an experi- 
enced sanitary administrator, admitted that he 
knew of no better means of getting the money than 
through the sweepstakes ; and Senator Johnson, who 
has hitherto opposed the legislation of sweepstakes, 
thought that as the country had departed from the 
straight path, it might as well use the money derived 
from the sweepstakes to prevent disease as to cure 
it. The decision of the Senate has elicited a vigorous 
protest in a leading article in the Irish Times. The 
writer points out that if, as has been done, the rates 
are to be relieved by the proceeds of sweepstakes, 
and housing for the working classes to be provided 
from the same source, there appears to be no logical 
reason why other public expenditure should not be 
similarly met. The taxes, as well as the rates, 
might be lessened, and the country might finally 
reach the happy position of being completely parasitic 
on the gambling spirit of the world. 





UNITED STATES OF AMERICA. 


(FROM AN OCCASIONAL CORRESPONDENT.) 


THE HEALTH OF CHILDREN. 


Two new publications ' give important data concern- 
ing the health and sickness of the nation’s children 
and of the use of methods to preserve their health 
in different parts of the country. The first gives some 
of the results of the survey made by the medical 
section of the White House conference, results which, 
it may be remembered, were incomplete when the 
conference met last year. They are not even now 
complete and a further publication is promised in 


+Health Protection for the Pre-school Child: a national 
survey of the use of preventive medical and dental service for 
children under 6. By G. T. Palmer, Dr. P.H., M. rryberry 
and P. van Ingen, M.D. Copyright by the White House 
Conference. London: The Century yim ef 1931. ~ Ab mes 
The Health of the School-child : a stud y of sickness, 
th and mortality. By S. D. Collins, senior aR om been 

P.H.S. (Public Health’ Bulletin No. 200). Washington: 

) +t. 1 Printing Office. 1931. Pp. 159, 35 cents. 
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which the use of preventive measures by nativity, 
stock, and race, as well as some other analytical 
material derived from the survey, will be presented. 
It is doubtless safe to say that no such national 
survey of child health has ever been made in the 
past in any country, and the administrative methods 
presented in detail in this publication should prove 
a useful record for those undertaking similar work 
in the future. 


The scope of the surveys analysed by the senior 
statistician of the public health service has been 
much more limited, and the question may be asked 
whether these samples from selected districts represent 
true random sampling of the 24,000,000 who are 
estimated to be in attendance at educational institu- 
tions of the United States, or of the 38,000,000 who 
belong in the same age-groups (5-20). However, in 
an introductory chapter, Dr. Taliaferro Clark says 
he believes that the findings “fairly represent the 
extent and character of the illness and physica] 
defects that are commonly found in school groups.” 


Most “health examinations ’’—i.e., medical 
examinations—of apparently healthy children, are 
given in the first year of life. Those who do not get 
such examinations as infants rarely get them before 
going to school. Altogether, half the city children 
of six years old have had a health examination, while 
only about a third of the rural runabouts have had 
the same advantage. Customs vary widely from 
82 per cent. examined in Berkeley (California) to 
11 per cent. in Roanoke (Virginia). Only 11 per cent. 
of city pre-school children have “dental health 
examinations,’ economic considerations determining 
very largely which shall be in the lucky minority. 
When the children get to school over three-quarters 
of them are found to have one or more decayed teeth, 
while nearly as many have ‘one or more defects 
other than defective teeth, vision, or hearing.” 
The percentage with decayed teeth gradually decreases 
during the school years until at college age as many 
as 40 per cent. are found without any decay at all. 
Seriously defective vision, on the other hand, becomes 
gradually more common as age advances. Minor 


defects of vision decrease, which accords with the 


observation that the anatomical development of 
the human eye is not complete until 18 to 20 years of 
age. The largest proportion of pre-school children 
immunised against diphtheria is found in Niagara 
Falls, New York, where half the youngsters are 
protected. The average for city children under 
six years is only 14 per cent.—a figure which demon- 
strates forcibly how much remains to be accomplished 
in this direction. 

In connexion with a study of school absences due 
to sickness, it is interesting to note that only 18 per 
cent. of these illnesses received medical attention. 
One cannot help wondering how such a proportion 
might be changed under a system of family health 
insurance. It is true that according to the statistics 
all cases of pneumonia and diphtheria were attended 
by a doctor. But are not the statistics perhaps mis- 
leading here? These are medical terms requiring 
medical diagnosis. How many cases of diphtheria, 
unattended by a physician, may there have been that 
were reported as “‘sore-throat’’? And only one- 
fifth of the cases of ‘“‘tonsillitis and sore-throat ” 
had been visited by a doctor. Colds are, of course, 
the greatest wasters of school time, being more 
than twice as important as any other cause, while 
whooping cough is the disease which keeps its 
individual victims longest out of school (average, 
26 days) followed by scarlet fever (22), pneumonia 





(21), diphtheria (17), scabies (14-5), and measles (12). 
Of the total absence from school 57 per cent. is due 
to sickness and 43 per cent. to “ other causes.”” The 
proportion of lost time due to sickness is distinctly 
higher for the younger than for the older children. 


STEREOFLUOROSCOPY. 

The perfection of a stereofluoroscope for use in 
hospitals is reported from the California Institute of 
Technology. The instrument consists of two X ray 
tubes connected to a single transformer. A fifty- 
cycle current causes alternate emissions of rays from 
these two tubes which are spaced at approximately 
the same distance as the interval between the eyes. 
The rapidly alternating shadows on the screen are 
made to give a three-dimensional picture by a device by 
which each eye shall perceive the shadow thrown by 
one tube, but not that thrown by the other. The 
device is a rotating shutter driven by a motor at 
such a speed that it is synchronised with the alterna- 
tions in the electric current supplied to the X ray 
tubes. The instrument is adjustable so that the 
solid image in front of the screen can be made on 
exact scale reproduction of the body. Callipers 
can be introduced into the image to measure the 
apparent interval between any two parts of the shadow 
in any plane. The employment of this instrument has 
been aided by a grant from the Rockefeller Foundation. 





AUSTRALIA. 


(FROM OUR OWN CORRESPONDENT.) 


ROCKEFELLER FOUNDATION BUILDING AT SYDNEY. 

THE scheme inaugurated in 1928 for a rearrange- 
ment of the medical teaching at the University of 
Sydney has nearly reached completion. It was 
made possible by two donations—one of £250,000 
by Mr. Bosch, to establish Chairs in medicine, surgery, 
and bacteriology, now held by Profs. Lambie, Dew, 
and Wright; and the other a gift of £100,000 for 
the erection of a building to house the new laboratory 
departments. The plans have now been finished 
and tenders have been called for the erection of the 
building. The former medical school will house the 
departments of anatomy, physiology, and pharma- 
cology. The clinical and allied departments— 
medicine, surgery, pathology, bacteriology, gynzx- 
cology and obstetrics—will be transferred to the new 
building, which is in close proximity to the Royal 
Prince Alfred Hospital. Museums and _ libraries 
will be included and there will be ample accommoda- 
tion for individual research workers in the various 
departments. 


STATE LOTTERIES IN NEW SOUTH WALES 
QUEENSLAND. 

There is much speculation about the benefits which 
the New South Wales Hospitals are deriving from 
the recently instituted State lottery. The State 
government has not made any figures available about 
the profits of the lotteries or their destination. It 
would appear that no additional assistance has been 
granted to the hospitals, but that the Government 
has been able to maintain its subsidies, which amount 
to about £450,000 a year. This may have been 
difficult without the assistance of the lottery. It 
is understood, further, that it is the Government's 
intention to maintain and supplement the general 
working expenses of the hospitals in the usual way, 
by subsidy, and then, when additional funds have 
accumulated, to reduce the large overdrafts which 


AND 





48 


THE LANCET, | 


BERLIN. 


[Jan. 2, 1932 





have been built up by some of them. The lotteries 
are being very rapidly subscribed, two or even three 
being drawn in a week. At the present rate it has 
been estimated that the revenue from this source 
will be nearly £600,000 per annum. The opinion 
of the hospital secretaries is divided on the question 
whether the lottery is interfering with voluntary 
subscriptions. The general opinion appears to be that 
if there had been no lottery, there might have been 
no subsidy. 

The figures are available from the Queensland State 
lottery known as the Golden Casket; over 300 
have been drawn. The first six were conducted 
under the auspices of the Queensland Patriotic 
Committee and the proceeds were devoted to move- 
ments for the benefit of returned soldiers. The 
‘Government took over in March, 1920. The details 
of the lotteries held under Government control until 
the end of the last financial year, Nos. 7-298, have 
been published and it seems that the gross receipts 
totalled £7,905,467. Of this, £364,881 went to 
State income-tax ; £191,718 to Federal income-tax ; 
postage was £181,804 ; and working expenses £453,546. 
Prize money amounted to £4,412,056, 64 per cent. 
of the gross receipts, and the profit for distribution 
to hospitals was £2,312,460, which represents about 
30 per cent. of the total. 





BERLIN, 


(FROM OUR OWN CORRESPONDENT.) 


ARTIFICIAL ABORTION IN COUNTRY PRACTICE. 


SHorTLY before his death a few months ago 
Dr. Alfred Grotjahn, professor of social hygiene at 
Berlin University, reported a curious incident. He 
received anonymously the case-book of a doctor who 
formerly practised in a country town of 25,000 
inhabitants, and had kept full notes of all the 
curettages he had performed. The book was accom- 
panied by a letter asking Prof. Grotjahn to report 
on the facts described in these notes in the interest 
of the campaign for the legalisation of artificial 
abortion. This he did, and it appears from the 
register that in the one year, 1927, the uterus was 
emptied not less than 426 times, while the operation 
was refused in 127 other cases. No woman was 
operated on whose pregnancy exceeded three and a 
half months. The majority of them were married ; 
indeed, only 74 were unmarried. In 55 women the 
operation was performed twice, and in five three times 
in the same year. Abortion was induced in the doctor’s 
own consulting-room and without anesthesia, except 
in a few cases where an anzsthetic was administered 
by his wife. The operation was done not only 
when pregnancy was definitely ascertained but also 
for prophylactic purposes when it was assumed. 
Cases where it was indicated by disease of the mother 
were comparatively few. In some cases, however, 
the father or mother had tuberculosis; in one a 
mother had given birth to three deaf-mute children, 
in another to feeble-minded infants. The clientéle 
included women of every social class, from wealthy 
proprietors and landowners to minor employees and 
workmen. Among the unmarried there were seven 
young women in easy circumstances who lived with 
their parents and had failed in their use of the 
contraceptives previously recommended to them. 

The register shows clearly how popular artificial 
abortion has become not only in large cities but also 





in an ordinary country town. It is regarded as pretty 
harmless, and has been so in the hands of a man 
who was obviously an efficient practitioner and, 
according to his notebook, had no death or severe 
injury among his patients. He was a convinced 
advocate of the legalisation of artificial abortion, 
but Prof. Grotjahn saw many objections. Wives 
who would like to have children, he said, would be 
compelled by their husbands to have the operation ; 
engaged couples would have sexual intercourse still 
more commonly than they now do, and engagement 
would lead not to marriage but to a prolonged liaison. 
He believed, however, that the present law needs 
reform, and proposed State assistance for parents 
with numerous children. 


APPLE DIET FOR DIARRHGA, 


Prof. Reyhe says he has had good results with 
the treatment of acute gastro-intestinal disorders with 
apples. He has tried it on patients suffering from 
acute gastritis, vomiting, and profuse diarrhea, 
sometimes with high fever ; adults as well as infants. 
The patients must abstain for 12-24 hours from 
drinking, and during that time eat nothing besides 
mashed apples. They may eat as many as they 
like up to 20 a day, in amounts of 100 to 250 g. at 
each meal. Vomiting and tenesmus soon disappear, 
after a few diarrheal motions fever decreases, and 
on the second day the faces usually become solid. 
In severe chronic diarrhw@a—e.g., in tuberculosis or 
sprue—a favourable effect was observed, but it was 
only transitory. Reyhe thinks that the tannic acid 
in the apples is the cause of the benefit, together 
with the reduction of food and especially of fluid. 
The method is very simple, and more agreeable to 
the patient than the usual cure by starvation, castor 
oil, and gruel. After the acute stage a mixed diet 
can be given, but without milk or vegetables for some 
days. 


PHYSICAL AND MENTAL DISABILITY IN GERMANY. 


According to a statistical record prepared by 
Dr. Prinzing, of Ulm, the well-known medical 
statistician, 33,192 blind people have been reported 
in Germany, being 53 per 10,000 of the population. 
Besides the totally blind this number includes those 
who, even with the aid of spectacles, are unable to 
find their way in the street or to see a finger at a 
distance of 1 metre. Of these, 2307 are war victims. 
In 18,911 cases the cause of blindness could be 
ascertained: in 9 per cent. the condition was con- 
genital, in 4-6 per cent. gonococcal infection was 
responsible, and in 15 per cent. glaucoma. Eighty-six 
persons, all foreigners, were blind as a result of small- 
pox. The number of deaf-mutes was 31,670, being 6 per 
10,000 for men and 5-1 per 10,000 for women. In 
half the cases the condition was said to be congenital ; 
when it was acquired it was usually a sequel to scarlet 
fever, measles, cerebro-spinal fever, or other infection. 
Of the deaf-mutes under 20 years of age 88 per cent., 
of those between 20 and 40 years, 82 per cent., and 
those above 40, 44 per cent. were brought up in 
special institutions. A total of 276,467 people were 
registered as completely infirm, of whom 190,495 
were men, including 82,278 war victims, and 85,972 
women. The causes were congenital defects, infantile 
paralysis, rickets, sequels to diphtheria and tuber- 
culosis, injuries, gout and rheumatism, apoplexy, 
and other nervous diseases. The number of slightly 
infirm was 116,974 men, including 45,007 war victims, 
and 27,190 women. A total of 207,514 were regis- 


1 See Tae LANCET, 1930, i., 526 and 672. 
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tered as mentally infirm, of whom 6090 were war 
victims. 

FOREIGN BODIES IN THE BRONCHI. 

Dr. Wessely, writing in the Archir fiir Klinische 
Chirurgie, describes three interesting cases of foreign 
bodies in the bronchi. One was that of a child 
aged 6 years who had inspired a foreign body from a 
pipe. When impacted it did not produce any 
symptoms, but when it became loose it caused severe 
cough and its knocking against the vocal cords was 
audible from some distance. It was removed three 
weeks later by bronchoscopy. The second case was 
that of a child of 10 years; after an operation for 
post-diphtheritic atresia of the larynx a broken 
cannula was found by radioscopy in the left lower 
lobe of the lung. After the removal of the cannula 
by operation the infiltration of the lung ceased, and 
the child, who had shown rachitic symptoms, became 
robust and developed normally. In the third case 
an apprentice, aged 18, suffered for 18 months from 
severe attacks of cough, whose cause could not be 
ascertained by internal or laryngeal or radiographic 
examination. A small shadow was eventually 
detected on the plate, and under local anesthesia a 
drawing-pin was removed through the bronchoscope. 
In every case of uncertain troubles of the lung radio- 
graphy should be performed to see whether they are 
due to a foreign body. 


SOCIAL INSURANCE IN GERMANY. 


Of the 64 millions of Germans in 1930, 22 millions 
(34-4 per cent.) were insured against sickness, and 
to this number 16-5 million dependants must be added, 
who enjoy free treatment. The number of insured 
against sickness is thus 60 per cent. of the total 
population. 23-7 millions (35 per cent.) are insured 
against accidents, and about the same number against 
old age and invalidity. The insurance against 
unemployment includes 16-5 millions (25-8 per cent.). 
in the current year the number of those insured against 
sickness has considerably decreased—probably by 
4 millions—as a result of unemployment. 


BUDAPEST. 


(FROM OUR OWN CORRESPONDENT.) 








FREE CHOICE OF DOCTOR. 


THe conflict between the social insurance and 
medical men in Hungary has reached a new stage 
with the resolution of the board of directors of the 
National Medical Association to the effect that the 
management of the Association finally intends to 
adopt the repeated resolutions of its representatives 
in favour of the free choice medical system. 
According to this resolution the old system has to be 
stopped in all sickness insurance institutions and by 
Jan. Ist, 1933, the free choice system must be in 
action. The Association was forced into this policy 
not only by the pressure of the medical profession, 
but also by the attitude of the Social Democratic 
Party, which in the interest of the public sharply 
demanded free choice of doctor. The present panel 
doctors are naturally against it, arguing that the 
present critical economic conditions make it very 
undesirable to disturb them in the well-deserved 
positions which ensure them their meagre bread. 
The management of the Association has appointed a 
committee to study how the panel doctors may be 
indemnified, but even if they do not find a satisfactory 
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solution, they will still have to yield to the interest 
of the medical profession as a whole. 


SEMMELWEIS POSTAGE STAMPS. 


At the suggestion of Dr. Tiborius Gyéri, teacher 
of medical history in the University of Budapest, 
the general post office has resolved to issue postage 
stamps bearing the portrait and name of Semmelweis. 
The intention of this action is partly to emphasise 
therewith Semmelweis’s Hungarian nationality, which 
owing to his German-sounding name and to his having 
published his works in German, is not generally 
known, and partly to follow foreign example in making 
popular the names of those who deserve immortality. 


NOTES FROM INDIA. 


(FROM OUR OWN CORRESPONDENT. ) 





** ECONOMY.” 


AT the moment retrenchment dominates the mind 
of everybody, from the top to the bottom, in the 
various medical departments in India. All of us are 
engaged in justifying our own posts or in trying to 
retain as many of our assistants as possible. Most of 
us are willing to accept any cuts in general expenses, 
to the extent of almost complete paralysis of our 
present activities, provided we can keep our trained 
personnel over the bad years—which we hope will 
be few. The 10 per cent. cut in our salaries seemed 
at first to be a disaster, but now we are beginning 
to feel that nine-tenths of our pay is better than no 
pay at all. 

The research department has, as usual, been the 
first to feel the axe ; two-thirds of the grant of the 
Indian Research Fund has been cut. The point of 
view of the non-expert retrenchment committee is 
obvious: ‘“* Medical research is a more or less new 
idea. Certain medical problems have been solved, 
much misery has no doubt been obviated, lives may 
have been spared, which presumably means. that 
money has been saved ; but this saving is all rather 
problematical, especially in times when trade is bad 
and there is no shortage of labour. In any case 
there is no harm in giving medical research a holiday 
for a year or two; so we will give them enough 
money to carry on the skeleton organisation and the 
rest must go.’’ What they do not see is that con- 
tinuity of work is the most important point, and that 
our handicap in India has not been lack of urgent 
medical problems, or even of money ; it has been the 
lack of trained personnel. During the last 12 years 
a useful staff (85 per cent. Indian) has been trained. 
The cut in the income of the fund will mean the 
dismissal of part of this staff, and the setting-back 
of the clock, as far as medical research in India is 
concerned, for a number of years, even if the grant 
is again raised to the pre-retrenchment level within 
@ year or two. 

The most preposterous suggestion—though one 
which I am glad to say is unlikely to be accepted by 
the Government of India—is that the posts of 
director-general of the Indian Medical Service and 
of public health commissioner should be abolished. 
No doubt the proposed abolition of the post of 
director-general will be hailed with delight by the 
left wing of the profession in India as a fatal blow to 
the domination of the Indian Medical Service in 
India. But no man has shown himself more interested 
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in India than General Megaw, and, if there is to 
be any extensive reconstruction of medical organi- 
sations, no one could be better trusted to give impar- 
tial advice to the Government of India on this subject. 
If recruitment for the Indian Medical Service is 
discontinued—and there are indications that the 
policy adopted in this country may include such a 
step—it might be advisable to change his title, but 
it is in the interests of every member of the medical 
profession, and indirectly of the population at large, 
that the Service should have strong representation 
at the centre. 

Bengal has been spared the attentions of a local 
retrenchment committee, but this does not mean 
that the strictest economies have not had to be 
practised. In some instances these economies have 
necessitated the discontinuance of the use of com- 
paratively expensive specific drugs for which there 
are no substitutes—a deplorable state of affairs. On 
the other hand, in Madras, where the necessity for 
economy is less, we find a very active retrenchment 
committee cutting the rations and allowances of 
nurses at an end of the scale and suggesting the 
abolition of the post of director of public health and 
his department at the other. One despairs of the 
intelligence of a body of men who, in the year !931, 
can solemnly ask, ‘‘ what good does the public health 
department do to anybody ?” 


THE INSTITUTE OF HYGIENE, 


The building of the Rockefeller All-India lustitute 
of Hygiene in Calcutta’ is now complete, but the 
Government of India’s promise to finance it on an 
adequate scale seems to be in danger of being broken. 
In these hard times, when contracts are being broken 
right and left, we feel sure the Rockefeller Foundation 
will forgive this apparent act of bad faith, provided 
that, when times again become normal, the Govern- 


ment does not attempt to shirk its full obligations. 
We understand that the grant to the Institute for 
the next year has been reduced from the originally 


estimated 34 lakhs of rupees to 2. It is rumoured 
that. with this reduced sum the director has been 
asked to open all six sections as previously planned. 
This of course would be absurd ; suitable men could 
not be obtained at the salaries he could now offer. 
The obvious solution is to begin with three, or at 
most four, sections on the proper scale, and then at 
a later date to open the remainder. In any case it 
will be impossible to open on Jan. Ist, 1932, as was 


hoped. 





MEDICINE AND THE LAW. 


Abortion Lawful or Unlawful. 


Tue judicial, or extra-judicial, observations of 
Mr. Justice McCardie on the law of criminal abortion 
are intended to focus public attention on what the 
learned judge sincerely believes to be grave social 
evils. But where do we stand as the result ? Existing 
statute law punishes the “ unlawful” administering 
of a noxious thing, or the ‘ unlawful” use of an 
instrument, with intent to procure miscarriage. The 
learned judge gives the impression that, in courts 
where he presides, all abortion will be deemed lawful. 
If the law is out of touch with public opinion, the 
law can be changed; but meanwhile criminal laws 
which vary from judge to judge create manifest 
awkwardness. A medical practitioner, let us suppose, 


1 See THE LANCET, 1931, i., 611. 





is implored by a patient to procure her miscarriage 
in circumstances which, according to accepted pro- 
fessional standards, do not justify him in yielding 
to her request. Hitherto he could say that what she 
asks is contrary to law. What is he now to say? 
Is the Director of Public Prosecutions to suspend all 
proceedings against the amateur. abortionists who 
wreck the health and risk the lives of so many women ? 
Some official action must be taken to clear up the 
uncertainty. The Home Secretary could make a 
pronouncement by the process of question and answer 
in the House of Commons when Parliament reassem- 
bles. The Attorney-General might make a statement 
in the course of a prosecution, and might invite the 
court to concur. The Court of Criminal Appeal 
might express its views upon the enforcement or 
abrogation of the statute. Or possibly one more 
Royal Commission might be set up to report ‘and 
recommend. Something must be done. 

One hesitates to criticise the habit of judicial 
comment on laws as they ought to be. It is true 
that the judge’s primary duty is to administer the 
laws as they are. But there are classic instances 
in which the Bench has performed great service 
by its comments. The ironic observations of Mr. 
Justice Maule at Warwick Assizes, when he sentenced 
to one day’s imprisonment a poor man convicted 
of bigamy, had due effect in causing the law to be 
altered. The prisoner’s first wife had deserted him 
and gone to live with another man. Maule gravely 
pointed out the various steps, costing probably £1000, 
which the law as it then stood compelled the husband 
to take in order to obtain a divorce. Mr. Justice 
McCardie may some day receive the honours due to a 
successful reformer. At the moment, however, he has 
added to the medical profession’s difficulties. 





INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
DEC. 19TH, 1931. 


Notifications.—The following cases of infectious 
disease were notified during the week :—Small-pox, 
44 (last week 48) ; scarlet fever, 1498 (last week 1776) ; 
diphtheria, 993; enteric fever, 29; pneumonia, 
1358 ; puerperal fever, 27; puerperal pyrexia, 109 ; 
cerebro-spinal fever, 26; acute poliomyelitis, 5; 
encephalitis lethargica, 10; dysentery, 13; oph- 
thalmia neonatorum, 87. No case of cholera, plague. 
or typhus fever was notified during the week. 


The number of cases in the Infectious Hospitals of the 
London County Council on Dec. 22nd—23rd was as follows : 
Small-pox, 80 under treatment, none under observation 
(last week 107 and 2 respectively); scarlet fever, 1439 ; 
diphtheria, 1484 ; enteric fever, 9 ; measles, 517 ; whooping- 
cough, 423 ; puerperal fever, 21 (plus 12 babies) ; encepha- 
litis lethargica, 222 ; poliomyelitis, 3 ; ‘‘ other diseases,’’ 217. 
At St. Margaret’s ospital there were 23 babies (plus 
8 mothers) with ophthalmia neonatorum. 


Deaths.—In the aggregate of great towns, including 
London, there were no deaths from small-pox or 
enteric fever, 44 (10) from measles, 6 (1) from scarlet 
fever, 37 (6) from whooping-cough, 24 (3) from 
diphtheria, 44 (13) from diarrhoea and enteritis under 
two years, and 132 (27) from influenza. The figures 
in parentheses are those for London itself. 


Nine of the fatal cases of measles were reported from 
Stoke-on-Trent and 5 from Bolton. Six deaths from 
whooping-cough occurred in Birmingham and 6 in Liver- 
pool. In Liverpool also there were 3 deaths from diphtheria 
and 9 from influenza. Four deaths from diarrhoea and 
enteritis were notified from Birmingham. 


The number of stillbirths notified during the week 
was 244 (corresponding to a rate of 42 per 1000 
births), including 38 in London. 
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PUBLIC HEALTH IN THE LOCAL ACTS 
OF 1931. 


THE annual appearance of the 
Local and Private Acts' is a reminder of the 
remarkable local modification of the general 
statutory standard in matters of public 
and local government. The 112 Local Acts of 
last session (Oct. 28th, 1930, to Oct. 7th, 
occupy nearly 5000 pages. The Brighton Corporation 
Act alone is 400 pages long, but, as it is a consolidating 
Act, it is not all fresh law. The large proportion of 
common-form clauses in these Local Acts makes it 
proper to repeat again the Select Committee’s recom- 
mendations that all powers granted to local authorities 
in the last five sessions should now be collected into 
a new adoptive Public Health Act. This step would 
certainly save the local councils much time and money. 
Meanwhile, to enable medical officers and others to 


note the latest developments, we set out our annual | 


summary with special reference to clauses which 
appear to be novel. We have often commented on 
the legislative innovations of progressively adminis- 
tered municipalities. A good instance occurs in the 
new Taunton Act, which locally extends from seven 
to nine years the age-limit under Part 1. of the Children 
Act (Infant Life Protection). 


INFECTIOUS DISEASES PROVISIONS. 

Variations of public health law, noted in previous 
years, need no elaborate mention. Familiar clauses 
about infectious diseases include the power to close 
Sunday schools and to exclude children from public 
entertainments, the municipal supply of antidotes 
and remedies to medical practitioners with or without 
charge, measures against milk-borne infection, the 
power for a medical officer to enter premises where 
there is dangerous infectious disease, and to get 
information from house-occupiers as to ordinary 
infectious disease cases on their premises, and the 
usual powers for cleansing and destroying filthy 
articles. What seems a new power is one in the 
Taunton Act, for compulsory disinfection or destruc- 
tion (subject to compensation for damage due to 
negligence) of books, bedding, and clothes used by 


patients suffering from tuberculosis with discharges. | 


Various groups of infectious diseases provisions apply 
at Gillingham, Tamworth, and Brighton, to measles, 
German measles,whooping-cough, chicken-pox, scabies, 
ringworm, and influenza ; 
mumps to this list, Romford and Dagenham substitute 
mumps for influenza. 


FOOD, BATHS, AND WATER-SUPPLY. 


Food-poisoning is notifiable in several areas. 
The usual ice-cream and potted meat clauses are 
frequent. Suitable larder accommodation has long 


been a common requirement, backed by the power | 


of inspecting food storage. A new power appears 
in the Portsmouth Act (Section 
prohibiting the placing of gas-meters in pantries, 
larders, or cupboards where food for human use is 
kept. 
storage is an interesting enterprise. Portsmouth and 
Southampton have obtained authority to erect and 


manage, and to charge fees for the use of, medicated | 
and other baths, “including baths, the efficient | 
properties of which are due to agencies other than | 


' H.M. Stationery Office. 1931. 2s. 


PUBLIC HEALTH SERVICES 





health | 


1931) | 


West Hartlepool adds | 


52 (1) (vii)) of | 


Brighton’s power to provide municipal cold | 


| water.” Part IV. of the Surrey County Council 


Act (Establishments for Massage and Special Treat- 


| ment) arranges for proper control of places where 
Index to the) 


“radiant heat, light, electric, vapour, or other baths 
for therapeutic treatment,” are available. Reference 
to this provision was lately made in THe LANCET 
(1931, ii., 653) in connexion with a London 
prosecution. There is a saving for medical practi- 
tioners’ establishments, and for public hospitals and 
infirmaries, recognised voluntary hospitals, and 
registered nursing homes. As regards water-supply, 
we may note the following outstanding features : 
the power to place water tanks under streets (in the 
Preston, Doncaster, and Ashton-under-Lyne Acts), 
the requirements at West Hartlepool as to pumping 
from, and care of, rainwater tanks and wells in or 
under houses, the reduced charge for metered supply 
to approved voluntary hospitals at Brighton, and 
the compulsory notification at Taunton of the use 
of a hose-pipe. 


PROTECTION OF AMENITIES. 

Town-planning and the protection of amenities 
may nowadays be reckoned close akin to public 
health. Surrey have created several precedents in 
1931. The county has taken powers for acquiring 
land by agreement either for the purpose of saving a 
fine view or for controlling the country alongside a 
river bank or a new road. Section 67 of the Surrey 
Act, preventing ribbon development along new 
by-pass roads, is timely. No local authority has 
any outstanding new power in respect of river 
pollution or sewerage. Surrey has another new 
clause to stop the dumping of refuse within tle 
county without consent not only of the county 
council but also of the local authority in whose area 
the dump exists. At Tamworth no unauthorised 
person is to sort over or disturb the contents of dust- 
bins or of refuse tips; the penalty is a fine up to £5. 
The restriction of advertisements and of offensive 
trades, the care of trees, and the control of petroleum 
filling-stations—a point in which some localities are 
going beyond Section 11 of the Petroleum (Consolida- 
tion) Act of 1928—are further efforts to preserve 
amenities. Nuisance by the ejection of steam or 
water-gas to the annoyance of the public will be 
held in check under new powers at Gillingham, 
Brighton, and Taunton. The often intolerable 
nuisance of noise is also combated. The Taunton 
Clause (Section 165), making noise a nuisance within 
the Public Health Act, may be cited as a precedent. 
The noise must be ‘‘ capable of being prevented or 


| mitigated, having due regard to all the circumstances 


of the case”; and at least three householders must 
complain. There is a saving for railways exercising 
statutory powers. Control of noise in the form of 
crying of newspapers is familiar; control of noise 
in sales in the market (at Taunton) is new. Several 
towns insist on silencers for stationary internal 
combustion engines, and Brighton has a special clause 
to check noisy speed-boats. 


MOVABLE DWELLINGS, CAMPERS AND CAMPING 
GROUNDS. 

In the interests of health and good order, as well 
as of social and natural amenities, the Surrey Act 
has some striking novel provisions as to movable 
dwellings and camping grounds. Local legislation 
as to dwellers in tents and vans has been increasing 


|in intensity in the past few years in England. 
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Surrey now gives a lead as to campers and camping. 
In Surrey “* movable dwelling ”’ will include a cart, 
carriage, truck, tramcar, motor-car, caravan, trailer, or 
other vehicle used or intended to be used for human 
habitation, temporary or otherwise. On complaint 
of the local authority, a court of summary juris- 
diction may prohibit movable dwellings in any area 
to protect local amenities or to save residents or 
visitors annoyance from noisy, indecent, or other 
offensive conduct. The local authority may itself 
provide (and temporarily close) camping grounds, 
and may make by-laws as to any camping grounds in 
its district in the interests of proper control, cleanliness, 
amenities, orderly conduct, or the prevention of 
annoyance. We may expect such provisions as these 
to be imitated and elaborated elsewhere in future. 


THE VARIETY OF COLLECTIVE ACTIVITIES. 


Aerodromes at Doncaster and Taunton, bands and 
concerts in many cities, education, gas, electricity, 
and water-supply, libraries and museums, parks and 
swimming-pools, motor omnibus and tram services, 
small details like the power to install mechanical 
washers in wash-houses at Southampton—these 
features give us a varied picture of local 
activity. The activity has its own risks. 
Several localities have taken powers to create 
a general insurance fund; Gillingham has set 
up an Education Accident Fund. The fact 
that this is not a _ valueless precaution was 
shown a few weeks ago when a verdict of £1000 
damages was awarded to a youth attending a London 
County Council school for injuries due to the alleged 
negligence of a teacher. 





ANNUAL REPORTS OF MEDICAL OFFICERS 
OF HEALTH. 


THE following are 1930 statistics of Glasgow, the 
city and commty ¢ of Aberdeen and Paisley. 
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* Death-rate during first 10 days of life. Stillbirths per 100 
live births :—Glasgow 4-4, Aberdeen City, 4-9, Aberdeen County 
0:7, Paisley 4-8. 

Glasgow. 

Dr. A. S. M. Macgregor says the outstanding event 
of the year was on May 15th, when the Local Govern- 
ment Act came into operation, as the result of which 
the health department has now four main branches 
—namely, tne general public health services; the 
combined education and child welfare services; the 
transferred general hospitals and the outdoor medical 

r-law services; and the mental services. The 
transference took place with great ease and smooth- 





ness. The cclained and (consiauved hospital beds 
number 6200. The reorganisation of the hospital 
facilities is under consideration, and its aim is as much 
elasticity as Wag and the adoption of higher 
standards. distinction between the infectious 
and the non-infectious sick need not be too rigidly 
maintained, says Dr. Macgregor. Much excellent 
hospital provision is devoted to the aged and infirm 
and the chronic sick, who could be accommodated 
in institutions other than up-to-date hospitals. 
Further, the improved outdoor medical _ service, 
with a domiciliary nursing scheme, will tend to save 
hospital accommodation. The unification of the 
services for school-children with the maternity and 
child welfare work will lead to the general use of joint 
clinics. The systematic attention given to minor 
ailments is bearing fruit. As regards the mental 
services the principal difficulty is the lack of accommo- 
dation for acute cases. The number of persons in 
institutions tends to increase, not because there is 
a real increase in mental disorders, but @wing to the 
increasing longevity and the lessening death-rate in 
mental hospitals. Some additional accommodation 
has been provided in the mental hospitals, and the 
beds for observation to which mental patients can be 
admitted without immediate resort to certification 
have been increased by 60 to a total of 250. 
Among infectious diseases pneumonia stood out 
prominently during 1930. In the first quarter there 
was a measles epidemic and during the last quarter 
a high incidence of pneumonia associated with fogs 
during December. During this month 129 hours of 
fog in a fortnight were recorded, and on Dec. 28th 
522 pneumonia beds were occupied in the fever 
hospitals, exclusive of a large number in the transferred 
general hospitals. Mild scarlet fever was widely 
prevalent in the autumn, and the policy of home 
treatment was pressed as far as the provisions of the 
Public Health Act permitted. Enteric infections 
were mostly of the mild paratyphoid B form and 
efforts to trace the source of infection did not meet 
with success. The death-rate from phthisis was the 
lowest on record; during the last twenty years 
the death-rate from non-pulmonary tuberculosis has 
fallen more rapidly than that for tuberculosis of the 
lung. The opening of Mearnskirk Hospital (466 beds) 
has enabled large numbers of children to be treated 
under specialist care and by open-air methods. 
Much space is devoted to the consideration of 
maternal mortality. Dr. John Walker finds that 
puerperal pyrexia embraces a large number of ailments 
but connotes sepsis in approximately half the cases 
reported. Advantage was taken of hospital treatment 
for 93 per cent. of the ‘‘ fevers ’’ and for 70 per cent. 
of the ‘‘ pyrexias.’’ There is a lower case-fatality 
because more cases are being reported. Dr. Margaret 
Thomas contributes an article on the epidemiology, 
bacteriology, and treatment of puerperal sepsis. 
This study deals with 800 tients treated in the 
Belvedere Hospital, of which 600 were under her 
own treatment between May, 1929, and January, 
1931. About one-quarter of the cases followed 
abortion or miscarriage. There was a slightly greater 
tendency to fatal infection in instrumental cases. 
Dr. Thomas admits the advantages of glycerin 
treatment, but did not find it possible to adopt it 
for more than half of the 800 cases, and thinks it must 
be ruled out when the local infection has spread to 
the adnexa, pelvic cellular tissue, and peritoneum, 
and also when the infection has invaded the blood 
stream. As regards general methods of treatment, 
she concludes that quinine and arsenic and mercurial 
preparations and vitamin A are valueless, and that, 
in default of an efficient specific serum for the strepto- 
coccus of puerperal sepsis, the use of a scarlatinal 
antiserum is the only rational method at present 
—.- Drs. MacCunn and Wylie describe the 
e employed at the antenatal clinics and show 
that Se primary attendances have increased from 
1052 in 1923 to 2992 in 1929. Less than half the 
confinements are attended by doctors, so that there is 











a i tie eee, ae 


THE LANCET, ] 


PUBLIC HEALTH SERVICES. 


[Jan. 2, 1932 53 





obviously a place for municipal clinics. The distrust 
with which the midwives formerly viewed the clinics 
has almost entirely disappeared. The maternal 
death-rate associated with childbirth from 1928 
onwards was 8°79, 8°33, and 8°57 in Glasgow, to be 
compared with 6°98, 6°87, and 6°95 in Scotland, 

Although defaulting is much in evidence at the 
venereal diseases clinics an improvement is noticeable 
especially among men. The new cases of congenital 
syphilis dropped from 351 in 1929 to 250 in 1930. 
A number equal to 14 per cent. of the new cases of 
acute syphilis had less than one month’s treatment 
and 27 per cent. had less than three months’ treat- 
ment, and it was estimated that 16 per cent. of the 
cases of acute gonorrhoea were infectious on defaulting 
from treatment. 

About half of the 4191 new houses were three- 
roomed houses of the ‘ intermediate’’ type. This 
type has proved the most serviceable for the relief 
of overcrowding under a controlled system of letting. 
During the last two years 248 houses have been 
allocated to tuberculous families. Dr. Macgregor 
refers to the growth of new suburbs within and 
without the city, to slum clearance schemes involving 
6444 houses, to the rehousing of 894 tenants from 
dangerous buildings, and expresses his confidence 
that the general housing situation is being very 
sensibly relieved by combined municipal and private 
enterprise. The schoolmasters in the eastern area 
testify to the improvement in every respect 
among the rehoused children. 


City of Aberdeen. 


Dr. H. J. Rae opens his report with an account of 
special investigations carried out at the city laboratory. 
Dr. J. Smith describes the investigation of 221 cases 
of puerperal fever and 25 cases of septic abortion 
occurring in Aberdeen during the last eight years, and 
an inquiry into the source of infection in 18 cases of 
puerperal fever and three cases of septic abortion. 
Dr. Smith shows that hemolytic streptococci played 


the predominant part, and that in 21 cases the 
streptococcus was demonstrated in the throat and 
nose swabs of those in attendance at the confinement. 
As a result, adequate masking is advocated as an 


indispensable precaution in midwifery practice. 
Copies of Dr. Smith’s work have been circulated 
amongst the practitioners in the city and neigh- 
bouring counties, and suitable outfits are on view 
for practitioners interested. 

During the first six months of the Scottish inquiry 
as to the incidence of tuberculous infection in milk, 
345 samples have been examined at the city hospital. 
Of 161 samples of raw ungraded milk 8-7 per cent. 
were positive; of 46 samples of milk as retailed 
13 per cent. were positive; and of 138 samples of 
pasteurised milk (excluding Grade A pasteurised) 
5:1 per cent. were positive. 

The transfer of the poor-law hospitals to the 
Aberdeen Town Council took place in 1927, and as 
the result of the Local Government Act the coérdina- 
tion of the medical services has been completed on 
a regional basis. The medical officer of health of 
the city is also chief medical officer of the counties 
of Aberdeen and Kincardine. The _ university 
professors of medicine, surgery, and midwifery have 
been appointed consultants at the hospitals transferred 
to the municipality, and the hospital and specialist 
medical services of the city are available for the whole 
region, though for the first few years Kincardine- 
shire comes in as a customer rather than a partner. 
The arrangement for the common medical services 
of the city and the two counties has proved very 
satisfactory. 

Since 1919 the corporation have built 2714 houses 
under housing schemes. Of these, 154 have four 
rooms with a rental of £32 10s.; 1656 have three 
rooms with a rental ranging from £22 to £28, with a 
cheaper type at £16; whilst 904 have two rooms 
with rentals mostly from £13 to £14. It is estimated 
that 2500 families are living in sublet houses. 





No houses were closed in 1930 because 
accommodation could not be provided. 


County of Aberdeen. 

Dr. Rae says that it was not possible to continue 
the immunisation schemes against diphtheria and 
scarlet fever during 1930. Results as regards scarlet 
fever have been so unconvincing that this branch of 
the work will not be continued, but active immunisa- 
tion of susceptible children against diphtheria will be 
carried out in populous areas. Dental treatment of 
school-children is gaining popularity so fast that the 
staff of dentists will have to be increased. No official 
arrangements have yet been made for the operative 
treatment of tonsils and adenoids. 

The notifications of non-pulmonary tuberculosis 
are increasing, probably because of the excellent 
facilities for treatment provided at Woodend Hospital. 
In addition to Woodend, the county council have a 
call on 27 of the 62 beds at the Culter Convalescent 
Home, which are used as a_preventorium for 
‘‘ pretuberculous”’ children. The county  tuber- 
culosis scheme has adequate sanatorium and hospital 
accommodation, and a_ waiting-list is practically 
unknown. 

The county has taken full advantage of the 
provisions of the Housing (Rural Workers) Act, 1926, 
and since the Act came into operation up to June 30th, 
1931, the number of houses reconstructed has totalled 
928. Dr. Rae describes this Housing Act as the only 
one which has assisted in conserving housing in rural 
areas,and in preventing rural depopulation. Most of 
the eight districts have realised its importance, but 
only one of the ten burghs (Huntly) made use of 
this Act in 1930. 

The county council pay 30s. per week for patients 
admitted to the maternity hospital. During 1930, 
101 patients were treated in the maternity hospital 
and 48 in the antenatal annexe at a cost to the county 
of £133. The nursing services, though fairly compre- 
hensive, are not complete. There are 38 associations 
and most of them employ Queen’s nurses. A grant 
is paid for the services of these nurses as part-time 
health visitors, and Dr. Rae would like them to have a 
training in health visiting before they undertake the 
work. A number of them are provided with small 
cars. 

The veterinary inspector reports a severe outbreak 
of cow-pox affecting 90 per cent. of the cows on a large 
dairy farm. The milkers were also attacked, several 
being unable to work for some time. One cow 
suffering from cow-pox was infected on the udder 
with virulent diphtheria bacilli. 


Paisley. 

Dr. G. V. T. McMichael shows how necessary it is 
to provide hospital treatment for pneumonia. During 
1930, 80 per cent. of the total notified cases occurred 
in houses of one and two rooms, which constitute 
nearly two-thirds of the total houses in the burgh. 
For the same housing reason, an increase of maternity 
beds is needed. There were 199 notifications of 
scarlet fever with six deaths, the highest case fatality 
for ten years. Diphtheria notifications numbered 111 
with a case fatality of 7-2 per cent. Of 40 notifica- 
tions of ophthalmia neonatorum 20 were proved to be 
due to the gonoccocus. There was no impairment. 
of vision and there has only been one case of blindness 
from this cause since 1918. 

The number of mothers attending the antenatal 
clinic was 47 more than the previous highest, and in 
December a postnatal clinic was opened in charge 
of Dr. Mary Stevenson. The cases of rickets at the 
child welfare clinics have shown a welcome decrease 
during the last three years. 

The three-year programme includes 400 houses 
to replace those to be demolished or closed, 510 to 
abate overcrowding, and 240 to meet the growth of 
the population. In order to rehouse tenants of 
uninhabitable houses, 500 two- and three-apartment 
houses are being built to be let at rentals of 6s. 3d. 
and 7s. 3d. per week, inclusive of rates. 


alternate 
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THE term “urinary antiseptic” is commonly 
applied to a drug given internally to exert an antiseptic 
effect on the urine and which itself is excreted by 
the kidney. It therefore excludes substances which 
would be held by the renal cells (the hypothetical 
renal antiseptics) and medicaments injected per 
urethram, or applied locally by the surgeon. Infection 
of the urinary passages is common, usually easy to 
recognise, but often difficult to cure, and so far there 
is no available drug which can be termed a certain 
urinary antiseptic yielding constant therapeutic 
results. A study of the literature shows that the 
reputation of most urinary antiseptics is founded 
upon a rather empirical use or upon unsound scientific 
principles. In reviewing the problems connected 
with their therapeutic application, certain points 
must be borne in mind. On the pathological side 
it is to be remembered that infection may spread 
to the urinary tract by the blood stream, by the 
lymphatics, and by direct spread, generally associated 
with stasis of flow, along the urinary passages them- 
selves. In the initial stages of acute inflammatory 
infection, the usual urinary antiseptics are contra- 
indicated. In chronic lesions the infecting micro- 
organisms may be found deep in the epithelial or 
subepithelial tissues, beyond the reach of antiseptic 
urine, and in many cases a local immunity is estab- 
lished with little or no subjective symptoms to direct 
attention to the condition. Moreover, it is useless to 
expect cleansing of the urinary tract until any source 
of infection is located and eradicated. 

Certain specific organisms such as B. tuberculosis 
and the gonococcus are resistant to many urinary 
antiseptics. 8. coli and the pyogenic cocci (usually 
of mild virulence) are most commonly met with in the 
chronic lesions under discussion. The coliform group 
grows freely in acid urine and the cocci more readily 
in alkaline urine. In infected urine, urea is 
decomposed with the formation of ammonium 
carbonate which will eventually render an acid urine 
alkaline. Once an alkaline medium is obtained, 
eocci and ammonia-producing micro-organisms 
multiply rapidly. 

THE IDEAL URINARY ANTISEPTIC. 

The ideal urinary antiseptic should be rapidly 
absorbed and excreted, and should have no irritant 
action on the gastro-intestinal tract, the liver, or the 
kidney. When taken by fhe mouth, such a drug may 
be modified chemically at any part of its course. 
It meets the selective cellular elements of stomach, 
bowel, liver, and kidney, and the powerful chemical 
influences of the blood with its delicate acid-base 
mechanism. From the renal epithelium it passes 
highly diluted to the bladder reservoir, the only site 
where normally the urine remains for any length of 
time. The antiseptic properties of drugs employed 
depend upon the form in which they appear and act 
in the urinary channels. Of the commoner urinary 
antiseptics, boric acid (as borates), hexamine, and 
some aniline dyes are excreted unchanged. There is 
a large group of substances which, although their 
original chemical composition would indicate potent 





antiseptic action, are excreted in altered form. 
Being potentially toxic irritants they are rendered 
inert either by the blood, or (mainly) by the kidney. 
For instance; the essential oils, including turpentine, 
when used in safe doses, are excreted as harmless 
products, although in such cases as copaiba a portion 
may pass unchanged with some resulting antiseptic 
action. Another group includes drugs which are 
synthesised or “ conjugated ’ to form non-irritating 
and pharmacologically inert bodies. Salicylates and 
benzoates are combined with glycocoll to form 
salicylurates and hippurates respectively. It has 
been shown, however, that the synthetic powers of the 
kidney can be overtaxed by sufficient dosage after 
two or three days, when salicylates and benzoates 
appear unchanged or unconjugated in the urine.’ 
Such unconjugated benzoates exercise a slight inhibi- 
tory action on the growth of B. coli, but benzoates 
and salicylates are of no demonstrable value in 
themselves as direct urinary antiseptics. Hexyl- 
resorcinol (Caprokol) has a fate similar to that of 
benzoates, being excreted in conjugated form (the 
site of detoxication is not yet definitely ascertained), 
but some portion appears unchanged and is said to 
render the urine bactericidal.* Clinical experience 
over a varied series of cases does not appear to show 
it to be of any exceptional value as compared with 
other remedies. 

It has been generally recognised that the question 
of urinary antisepsis is closely connected with the 
reaction of the urine. Rendering the urine acid 
prevents the growth of vurea-splitting micro- 
organisms and tends to be unfavourable to cocci. 
The suggestion, however, that urine may be made so 
acid as to inhibit the growth of bacteria, such as B. coli, 
is untenable, as it has been shown that it is impossible 
therapeutically to obtain a hydrogen-ion concentration 
(pH) of the urine outside the limits of acid normality, 
although it is comparatively easy to acidify alkaline 
urine.2 Titratable acidity, estimated in terms of 
decinormal alkali, is unreliable owing to the daily 
fluctuation of urinary output in a given case and to the 
complex buffer action of the urinary salts. The 
acidity of urine depends mainly upon the degree of 
preponderance of mono-sodium hydrogen-phosphate 
(acid) over di-sodium hydrogen-phosphate (alkaline). 
Acid phosphate of sodium, given in doses short of 
producing diarrhea (saline cathartic action) does not 
increase the true acidity beyond the normal limits 
owing to salt-buffer action, although it may increase 
the titratable acidity in irregular fashion. Ammonium 
benzoate * and ammonium phosphate ‘ ® are efficient 
urinary acidifiers tending to establish the pH at a 
level of 5-5 to 6-0 (7-0 being neutral point). The 
ammonium radical is converted into urea, and the 
whole of the acid ion is available for union with 
the alkaline ions of the blood plasma, thus lowering 
the blood alkalinity, with consequent excretion of a 
proportionate amount of acid sodium phosphate by 
the kidney to maintain the alkaline equilibrium of the 
plasma. The corresponding sodium salts do not 
increase the acid phosphate excretion, as after absorp- 
tion the sodium ions add to the alkaline ions of the 
blood. Apart from consideration of the reaction of 
the urine regarded as a culture medium, there is also 
the important fact that hexamine, one of the best 
urinary antiseptics, only becomes effective by the 
gradual liberation of formaldehyde in an acid urine. 


THE PART PLAYED BY DIURESIS. 


One aspect of the problem of urinary antiseptics 
seems to have escaped due attention—viz., the part 
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played by the diuresis which is produced as a result 
of treatment. It is well known that some degree of 
stasis plays an important part in many cases of 
chronic pyelitis and cystitis. Prostatic hypertrophy 
in men and pregnancy in women are outstanding 
examples of lesions which initiate chronic infection 
of the urine, and in many cases of chronic cystitis 
there is some degree of atony of the bladder. In 
acute pyelitis or cystitis, where the commoner anti- 
septics are usually contra-indicated, it is an established 
clinical fact that the combination of bland diluent 
drinks with alkaline diuretics results in a flushing 
out of the urinary tract and amelioration of 
symptoms together with a lessened degree of infection. 
Investigation of the action of drugs like benzoates 
and salicylates, which have been regarded by some 
as useful urinary antiseptics, shows that along with 
a régime of abundant fluids they have a distinct 
saline diuretic action. The same holds good with 
acid phosphate of sodium and with the citrate or 
acetate of potash. It is a moot point therefore 
whether the efficacy of such reputed antiseptics 
as benzoates and salicylates does not depend in part 
upon the establishment of a free flow of urine. It 
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is worthy of note that hexamine, given in the usual 
quantity of grs. 40-50 daily in divided doses, is never 
found in the urine in a concentration sufficient to 
yield a formaldehyde content stronger than 1 in 5000, 
which ordinarily will only suffice to inhibit the growth 
of the common infecting micro-organisms, but will 
not exert any decided bactericidal action. The 
available evidence does not justify the assumption 
that benzoates or salicylates have a definite antiseptic 
action upon the urine. It does suggest, however, 
that the known clinical results following the combina- 
tion of hexamine with ammonium benzoate or 
phosphate depend upon: (1) the diuresis produced 
affording mechanical cleansing ; (2) the formation of 
acid urine, unfavourable to bacterial growth and 
liberating formaldehyde ; and (3) the inhibitory effect 
of the free formaldehyde upon the causal micro- 
organisms. 
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THE OUT-PATIENT PROBLEM: A SUGGESTED 
POLICY. 


To the Editor of THE LANCET. 


Sir,—The want of correspondence between the 
large numbers of sick people who go to the out-patient 
departments of hospitals and the inadequate means 
of treating them efficiently can be met in one of three 
ways. First we might increase the staff and organise 
attendances so that the accommodation available 
is not overcrowded at any one time. One objection 
to this method in the case of large towns, where 
the hospitals are usually central and the suburbs 
are spreading, is that patients have to travel con- 
siderable distances. In many hospitals, even with 
careful organisation, accommodation is insuflicient 
and there is not space for new buildings. It would 
be better policy to attract the bulk of patients else- 
where by offering them facilities for treatment 
nearer their homes. The out-patient department 
would then be of more real use as a centre of con- 
sultation or a place for specialised forms of treatment. 

Secondly, there is much to be said for the establish- 
ment of public clinics. Consider how of late years the 
treatment of common complaints is being solved 
for particular sections of the community. School 
clinics have been set up to deal with minor defects 
and diseases. These clinics differ from the majority 
of doctors’ surgeries in that the buildings are more 
suitable for their purpose, there are trained nurses 
to apply treatment, and a clerical staff to make 
appointments, keep records, and deal with corre- 
spondence. Adults who have as children experienced 
these benefits may suggest their extension, and 
municipal clinics are already being set up for certain 
classes of adults—e.g., for the antenatal examination 
of mothers; for patients with rheumatism, tuber- 
culosis, &c. 

There is a third method which, in theory at least, 
would preserve the incentive to effort on the part 
of individuals—doctors and patients. The majority 
of people are of independent spirit and willing to pay 
for their treatment, but the money they have to pay 
with is limited. If there were a reasonable certainty 





CORRESPONDENCE 


that they would be quickly cured by treatment they 
would pay, but if the chance is only small, they are 
unwilling to risk their money, and tend to put off 
treatment as long as they can. At length the burden 
of ill-health may become such that their earning 
power is lessened and they have then no money to 
spend. All disease is a social misfortune; and the 
time to treat it economically is in its beginnings. 
It is important to get people quite well after injuries, 
acute illnesses, or in the early stages of diseases which 
begin insidiously, such as those due to exposure to 
cold and wet, in order to prevent changes taking place 
in muscles or joints, or in other organs at a later date. 

The writer would like to see the practitioners 
in a district form themselves into groups each with 
a house specially built or converted to their use. 
These medical houses would have consulting-rooms 
and be equipped not only with means for physical 
treatment, such as light, heat, baths, massage, but 
also with a laboratory for routine pathological 


| investigations, and an X ray plant for diagnosis. 


Practitioners who confined themselves to special 
branches such as eye work would have their hours 
there as well as general practitioners. A nursing 
staff would be engaged to assist, especially in physical 
treatment, and a clerical staff to keep the books and 
make appointments. Private surgeries would be 
superseded by consulting rooms at the common 
medical house. All classes of patient—poor, insured, 
and private—would be seen there but not necessarily 
at the same hours. 

The coéperation of groups of practitioners that is 
here suggested is coéperation in establishing the 
medical house, equipping it, managing it, and sharing 
the expense. It does not imply division of respon- 
sibility for the treatment of an individual patient. 
The doctor who is consulted by the patient would be 
responsible for him to the same extent as he is at 
present. The effect of setting up such medical 
houses would be to raise the standard of practice, 
to make it possible to treat patients more efficiently, 
and to prevent maladies developing at a distant 
date—e.g., arthritis as a late result of traumatism 
or toxic conditions. 
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It is not possible for each of us acting alone to be 
well equipped to supply modern efficient treatment for 
many of the common maladies, but it is possible by 
combination to be much better equipped than we are. 
That the problem is too large to be solved by individual 
effort alone, is plain from the fact that each prac- 
titioner at present is limited in the amount of diag- 
nostic effort he can make and the physical treatment 
he can give. These would be extended and increased 
by combination in providing means and facilities. 
The group could put up the expense where the 
individual could not. Looked at from the patient’s 
point of view, the expense in treatment could be made 
tolerable for the individuai by the application and 
extension of existing insurance schemes. Hospital 
out-patient departments would then become what 
they should be, places for consultation and for special 
treatment. 

I am, Sir, yours faithfully, 


A. R. Friet, M.D., F.R.C.S.I. 
Devonshire-place, W., Dec. 14th, 1931. 





THE OWNERSHIP OF RADIOGRAMS. 
To the Editor of THe LANCET. 


Sir,—Could any of your readers clear up some 
points which may be of interest to our profession 
generally ? I, as a patient’s private medical adviser, 
think fit to advise that radiograms shall be taken. 
The patient agrees, and the radiograms are taken. 
A report is given to me in consultation with the 
radiologist, and also contained in a private letter to 
me in confirmation. So far the matter is clear, I 
think. Next, I pass the patient on, as a voluntary 
case, to a mental hospital; a colleague—a local 
consultant—agrees with my action and advises the 
patient’s relatives accordingly. The patient’s next 
action is to go into the hospital—where our diagnosis 
is apparently in process of being confirmed—mean- 
while the patient is undoubtedly not capable of 
making a decision where thought is concerned. 

The patient’s relatives now ask me for the films of 
the radiograms (there were three), stating that they 
are their property, as they paid the fee of the radio- 
logist, which is true. But for what did they pay? 
For the photographs, as in the case of an ordinary 
portrait? For the doctor’s opinion on the films? 
For both, thus including a trade and a professional 
matter under one heading ? 

The actual films have been passed on to the medical 
superintendent of the mental hospital, and are with 
the patient’s other papers in the proper file. There 
seems to be some doubt in the minds of those I have 
consulted as to whose actual property the films are. 
There may be several claimants: 1. the radiologist, 
who has sent them to me to support his report. 
2. The patient, alternatively her relatives, since 
they paid the fee in connexion with the radiograms. 
3. Patient’s medical adviser, as being part of the 
report addressed in confidence to him. 4. The 
temporary property of the medical person at a given 
time in charge of the case ; if so, this does not deter- 
mine the final property owner. 

In the case of an ordinary portrait, I understand 
that the plate belongs to whoever pays for it, and that 
the reproduction of pictures cannot be undertaken 
without the authority of that person, actual or 
implied. In the case of the radiogram, other factors 
seem to be involved. 

I am, Sir, yours faithfully, 
H. Greorce P. Casteciarn, M.D. Cantab. 
Birmingham, Dec. 22nd, 1931. 











SANOCRYSIN IN PULMONARY TUBERCULOSIS. 
To the Editor of Tue Lancet. 


Sir,—I was interested to read the papers by 
Dr. Allon Pask and Dr. Knud Secher and your 
leading article in THe Lancet of Dec. 19th. 
Despite the facts that sanocrysin can only te an 
adjuvant to general treatment, that its sphere of 
usefulness is limited, that the drug sometimes appears 
to be ineffective, and that its immediately beneficial 
effects, when these occur, may not be maintained, 
I believe its introduction is the most important 
advance in the treatment of phthisis since the recog- 
nition of the value of collapse treatment. Its greatest 
usefulness perhaps is that it has certainly widened 
the scope of the applicability of collapse methods. 


Adverse criticism of sanocrysin is probably based on . 


insufficiently extensive trials, faulty dosage, and 
unfortunate selection of cases. 

My experience of the treatment, dating from a 
visit to Denmark in 1924 at a time when the original 
clinical experiments were being carried out, supports 
the contentions advanced by Dr. Pask both as regards 
the usefulness of sanocrysin and the efficacy of doses 
much smaller than those advocated by Dr. Secher. 
The large doses originally used were followed in almost 
every case by reactions of all kinds, often very severe 
and sometimes with serious results to the patient. 
For some years I employed a system of doses, beginning 
with 0-1 g. and working up to 1-0 g., completing 
the course as a rule in under two months. During 
the past twelve months, however, I have ceased to 
give one-gramme doses and have also lengthened the 
period over which a full course of the drug is given. 
I begin with 0-05 or 0-1 g. and rarely exceed 0-6 g. 
as the largest dose. The usual interval between doses 
is a week. The length of the course depends on the 
patient’s tolerance and weight, an uneventful course 
usually taking from 12 to 16 weeks according to 
the total amount of the drug administered. This 
method of administration is thus similar to that 
used by Dr. Pask. 

In my opinion the great advantage of giving these 
smaller doses over a prolonged period is the diminution 
in the incidence and in the intensity of the reactions : 
this, without any apparent lessening of the beneficial 
effect of the drug on the tuberculous process. In 
particular, I note that it is now very rare to find 
even a trace of albumin in the urine, anorexia is less 
common and when it does occur it is not so marked. 
Loss of weight is infrequent. In ambulant patients 
it is as a rule unnecessary to restrict exercise during 
the course. Ulceration of the mouth is less frequent 
and less severe. It occurred in slight degree in only 
three of my first 20 patients treated by this method 
of smaller dosage. Diarrhea likewise occurred 
only in two patients in this group. In one of them 
it developed early in the course and lasted ten days. 
Subsequent doses, however, produced no recurrence 
and the patient had 7-8 g. in all without any furthe: 
ill-effect. In the second case the treatment had to 
be abandoned owing to the diarrhwa. 

Of the 20 patients referred to, 11 completed 
their courses of sanocrysin without any febrile 
reactions whatsoever. Seven had slight rises of 
temperature on one or two occasions only. One had 
a sharp rise of temperature to 104° F., but this settled 
to normal on the fifth day. The remaining patient 
had a raised temperature, in the region of 99-6° to 
100° (mouth) for nearly three weeks after the second 
dose (0-25 g.). The sputum, however, which had 
been persistently positive for at least four months 











became negative and remained 80 until the patient’ 5 
departure three months later, though no further 
sanocrysin was given. In my experience, moreover, 
febrile reactions are unnecessary for the effective 
working of the drug. I have at times found on 
auscultation signs suggesting a focal reaction without 
any rise of temperature. Finally, with regard to 
febrile reactions I am under the impression that 
they are more common when the distilled water 
which is used to dissolve the sanocrysin is taken 
from a flask or rubber-topped bottle containing a 
common supply for several injections rather than 
from a sealed glass ampoule freshly broken for each 
injection. In the case of the common supply it is 
possible that bacterial contamination, in particular 
with saprophytic organisms introduced into the flask 
or bottle with the needle, provides a source of ** protein 
shock,”’ which may account at least in some measure 
for the febrile reactions sometimes seen when such a 
technique is followed. Ten of the patients above 
referred to showed various cutaneous reactions. 
In eight of them these were exceedingly mild—a few 
seattered papules or pustules about the body and 
limbs. In the other two there was a generalised 
erythema, followed in one case by desquamation. 
These more severe complications necessitated an 
interruption of the treatment, but the course was 
completed in both cases without further incident. 
Both patients lost their tubercle bacilli from the 
sputum shortly after the reaction. 

In conclusion, my latest experience with sanocrysin 
appears to support a system of dosage similar to that 
used by Dr. Pask. 

I am, Sir, yours faithfully, 
Hitary ROcHE. 


British Sanatorium, Montana, Switzerland, 
Dec. 23rd, 1931. 





SURGICAL ASPECTS OF BIRTH CONTROL. 
To the Editor of THE LANCET. 


Sm,—Mr. Frank Cook’s letter in your issue of 
Dec. 19th reveals a certain sympathy towards 
Mr. Justice McCardie’s views on family limitation, 
so that it is more the pity that he cannot permit 
his right hand to follow his heart. The fact that 
we have no absolutely reliable means of preventing 
conception, or a 100 per cent. effective and safe 
method of terminating a pregnancy, merely demon- 
strates the obvious limitations of man’s endeavours. 
But because there is a mortality-rate in even straight- 
forward tonsillectomy or simple appendicectomy, 
no one disputes the necessity of the operation. What 
is the mortality-rate of a curettage and how does it 
compare with the death-rate in childbirth? Of 
greater significance, how does it compare with that 
of inexpert and quack methods of terminating 
pregnancy? The latter risk, however great it is, 
will continue to be taken by countless women who 
definitely do not want the child, until the law allows 
them to take their trouble to their medical attendant. 
With practice comes perfection (forgive the platitude) ; 
we can confidently look forward to advances that 

will follow proportionally to the extent that the 
question is given practical consideration and applica- 
tion. There is need for birth control research as 
there is for cancer research. Why should pathological 
reasons be the only ones that gain the blessings of 
the law, when any woman can tell of personal and 
economic reasons of far greater urgency and signifi- 
cance f 

The early statistics of laparotomy do not make 
pretty reading for modern surgeons; yet neither 
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can one regret the failures that brought the advances, 
nor, to the best of my knowledge, are the surgeons 
the less respected in memory. Only by constructive 
and active measures can be brought about the state 
of perfection to which Mr. Cook refers, whereas by 
indifference and inactivity a premium is being placed 
on the dogmas that surround the subject. 
I am, Sir, yours faithfully, 
S. CuarLes LEWSEN, 
College-crescent, N.W., Dec. 22nd, 1931. 


Medical Diary 


Information to be included in this column should teach us 
in proper form on Tuesday, and cannot appear if i reaches 
us later than the first post on Wednesday morning. 


SOCIETIES. 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
~ TUESDAY, Jan. 5th.—5.30 P. M., ORTHOPADICS. (Cases a! at 
4.30 P.M.) Mr. Norman Capener : Cha: in H 
— Following rp Epi —_ of Femur. r. 
. P. Brockman: Swede at Hip for Sunken 
Acetabulum. Other oa cases will be a, 
WEDNESDAY.—5 P.M., HISTORY OF MEDICINE. Pa 
Mr. E. Muirhead Little : The Introduction of Tuberele 
into Bone and Joint Surgery. Discussion: Mr. 
Naughton Dunn, Mr. E. Laming Evans, Mr. McCrae 
Aitken, and others. Dr. A. P. Cawadias for Dr. 
Pan. 8. Codellas : The Times, Life, Works, and Frag- 
ments of Alkmeon of Croton. ' (To be read in abstract.) 
Members of the Section of Orthopedics are yn od 
invited to attend. SURGERY. Meeting at t the ondon 
Hospital. 1.30 P.M., Operating session. 5 P.M., 
Clinical, Museum, and other demonstrations. 
THURSDAY.—8 P.M., TROPICAL DISEASES AND PARASIT- 
OLoGY. Paper: Dr. W. Schulemann (Elberfeld, 
Germany): Synthetic Anti-Malarial Preparations. 
Synthesis, Discovery and U = of Plasmoquine. Members 
of the Sections of Medicine, Therapeutics, and the 
United Services are specially invited to attend. 
vues P.M., OPHTHALMOLOGY. Communications. 
iss Ida Mann: The Eye of Sphenodon and Notes = 
; Living Specimen. Mr. Humphrey Neame: Report 
on Case of Sarcoma of the Choroid (shown on Nov. 13th). 
Cases will be shown. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


WEST LONDON aa COLLEGE, West 
London Hospital, Hammersmith, W 

Monpay, Jan. 4th.—10 A.M., Gynecological Wards ; 
Genito- -urinary Operations ; ‘Skin De ment. 11 4.M., 
Surgical Wards. 2 P.M., Surgical Wards: Medical, 
Surgical, Eye, and Gynsecological Out- -patients. 

TUESDAY. —9.30 A.M., Operations. 10 a.M., Medical Ward 
Demonstration ; ental Department. a AM. 
Throat Operations. 11.30 a.M., Surgical Demon- 
stration. 2 P.M., Operations; Medical, Surgical, and 
Throat Out-patients. 

WEDNESDAY.—10 a.M., Medical Wards; Children’s Medical 
Out-patients. 2 P.M., Medical, Surgical, and Eye 
Out-patients. 2.30 P.M., Gynecological Operations. 
4.45 P.M., Venereal Diseases Demonstration. 

THURSDAY.—10 A.M., Neurological Department. 11.30 a.Mm., 
Fracture Demonstration. 2 P.M., Medical, Surgical, 
Eye, and Genito-urinary Out-patients. 2.30 P.M., 
Operations. 

FRIDAY.—10 A.M., Medical Wards, Skin Department, 
Dental Department, 12 noon, Medical Lecture. 
2 p.m., Operations, Medical, Surgical, and Throat Out- 
patients. 

SATURDAY.—9 A.M., Throat Operations. 10 a.mM., Medical 
Wards, Surgical and Children’s Out-patients. 

KING’S COLLEGE HOSPITAL MEDICAL SCHOOL, 
Denmark-hill, S.E. 

THURSDAY, Jan. 7th.—9 P.M., Dr. E. Mapother: Early 
Mental Treatment. 

ROYAL NORTHERN HOSPITAL, Holloway-road, N. 

Tuespay, Jan. 5th.—3.15 P.m., Mr. E. Wolff: Diplopia. 

CENTRAL LON vg THROAT, NOSE, AND EAR HOSPITAL, 
Gray’s Inn-road, W.C. 

FRIDAY, Jan. 9 -al p.M., Mr. W. A. Mill: Difficulty in 
Swallowing. 

ST. MARK’S HOSPITAL, City-road, E.C. 

Tuurspay, Jan. 7th.—4.30 P.m., Mr. L. E. C. Norbury : 
The Treatment of Certain Atonic and Atrophic Con- 
ditions of the Caecum. 

LONDON SCHOOL OF pease, St. John’s Hospital, 
49, Leicester-square, W.C. 

Turspay, Jan. 5th.—5 P.M., Dr. H. Haldin-Davis: Acne 

R 





osacea. 
TaHuRsDAY.—5 P.M., Dr. J. M. H. MacLeod: Ringworm 





Infections. 
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OBITUARY 


SIR WILLIAM BENNETT, F.R.C.S., 
CONSULTING SURGEON TO ST. GEORGE'S HOSPITAL. 


WE regret to announce the death of Sir William 
Bennett at his house in London on Christmas Eve. 
The end was sudden, but Sir William had been in 
failing health for some time. 

William Henry Bennett was a son of Mr. W. F. 
Bennett, a Wiltshire landowner, and was born in 
1852. He was educated privately and entered 
St. George’s 
Hospital as a 
medical student 
in 1870. He 
held, after 
qualification as 
M.R.C.S., the 
usual resident 
appointments 
at the hospital 
and proceeded to 
the F.R.C.S. in 
1877, being at 
that time demon- 
strator of ana- 
tomy at the 
medical _ school. 
His early 
appointments 
outside his own 
hospital were 
as surgeon to 
the Seamen’s 
Hospital, to 
the Hospital 
of St. John and 
St. Elizabeth, to 


SIR WILLIAM BENNETT. 
[Photograph by Lafayette 


the Grosvenor Hospital for Women and Children, and | 
to the Belgrave Hospital for Children, so that from the | 


start of his career he was in possession of unusual 
clinical opportunities. 

In 1880, after an interlude of travel with the late 
Sir Watkin Wynn, he was appointed assistant surgeon 
to St. George’s Hospital, and immediately made a 
mark as teacher in the school, while in personal 
work hé secured a fortunate start. His progress on 
the staff was rapid, for in 1887 he became full surgeon, 
while his private practice soon became a large one. 
He was a very careful and resourceful operator, 
and an especially fine orthopedic surgeon, getting 
particularly satisfactory results in cases of old 
injuries and stiff joints, while he was an early advocate 
of the treatment of fractures by modern methods. 
He wrote mainly upon these subjects and always 


publications on injuries and diseases of the knee- 


| England in anatomy and in surgery for the Fellow- 


ship, and for the University of Cambridge. 

Bennett’s war experiences were limited by the fact 
of his lameness, but his services to the sick and 
wounded on their return from the Boer War were 
particularly prominent; he was publicly thanked 
for them by Lord Roberts, and was appointed 
K.C.V.O. in 1901. At the outbreak of the recent war 
he retired from private practice and resigned all his 
appointments to work for the British Red Cross and 
Order of St. John, and to serve on the staff of emer- 
gency hospitals. He was appointed surgeon to 
King Edward VII. Hospital, and took charge of 
beds in various auxiliary institutions, supervising also 
several invalid and convalescent homes. For these 
services he was appointed Knight of Grace of the 
Order of St. John of Jerusalem and also of the Royal 
Order of the Redeemer of Greece. . 

Sir William Bennett’s public appointments were 
very numerous. He was, for many years, H.M. 
Inspector of Anatomy; he was surgeon-in-chief of 
St. John’s Ambulance Brigade; chairman of the 
Convalescent Homes’ Committee, King Edward’s 
Hospital Fund, and of the Lord Wandsworth Agri- 
cultural College; president of the Institute of 
Hygiene and of the Illuminating Engineers’ Society ; 
and a vice-president of the Seamen’s Hospital Society 
and of the Invalid Children’s Association. He 
discharged the consequent responsibilities scrupulously 
and efficiently. 

In private life Sir William was well known as an 
art connoisseur and a collector. He had a fine taste 
in pictures, and a great knowledge of china, his 
familiarity with the latter being developed by early 
experiences in the sale-room. His lameness precluded 
him from following the usual athletic pursuits of the 
young man, and his original purchases at auctions 
represented a form of recreation in his spare time. 
Soon, however, he developed a real flair, and the sale 
of his first collection of china made a considerable 
mark in the artistic world, while the prices obtained 


| were a justification of his acumen. 


Sir William Bennett was twice married, his first 
wife being Isabel, daughter of the late Dr. Thomas 
Dickinson, a well-known practitioner in . Sloane- 
street, London, and his second, Gladys, daughter of 


ithe Rev. Allen S. Hartigan, of St. Leonards-on-Sea. 


joint, on the treatment of recent fractures by massage, | 


read ; he contributed also the section upon injuries and | 
diseases of the spine to Treves’s “‘ System of Surgery.”’ | 
His writing displayed the qualities of his teaching, | 
which was extremely practical, plain, and straight- | 


forward. His demonstrations at the out-patient 
department of the hospital were especially valued 
by the students, while in his lectures he had the 
ability to make the path of the learner smooth, 
never refining on detail, but always keeping 
important things in front. He was at different times 
an examiner for the English Conjoint Board in 
anatomy, for the Royal College of Surgeons of 


He had no children by either marriage. 


ADDITIONS TO CLAYTON HospITaL, WAKEFIELD.— 
The foundation-stone has recently been laid of a radio- 
logical and therapeutic department of this institution. 


from a practical point of view, and his papers and | The new building is a gift from the West Yorkshire 


joint district miners’ welfare committee which has made 
a grant of £12,000. The cost will not exceed £9000; the 
balance will provide the plant for superficial therapy, 


and on the management of stiff joints, were widely | e@vins & further £3000 to be raised for deep therapy 


equipment. 


WINTER IN ENGLAND.—We have received from 
the joint secretaries of the movement for promoting 
the resources of British health resorts the announcement 
of the next step to be taken by the executive com- 
mittee. The intention is to codrdinate efforts to bring 
to the attention of the public the merits of the British 
resorts for winter residence, and it is hoped to establish 4 


| central bureau at which information can be obtained. A 


ublic meeting will be held at the Institute of Hygiene, 
font by the Council of that body, on Monday, Jan. 11th, 
1932, at 3.30 p.M., when the objects of the committee will 
be fully stated and explained. A conference has also been 
arranged to take place at Paignton, Devon, later in the 
year, with a similar purpose. 
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THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE. 
A. E. Flannery and D. Ewart to be Surg. Lts. 
The following appointments have been made: Surg. 
Lt.-Comdr. (D.) D. C. Eglington to R.N. Barracks, Chatham. 
Surg. Lt. (D.) F. Goldsworthy to Malaya. 


ROYAL ARMY MEDICAL CORPS. 
TERRITORIAL ARMY RESERVE OF OFFICERS. 

Cols. L. J. Blandford and J. Mackinnon, and Lt.-Cols. 
H. F. Everett and N. Maclaren, having attained the age 
limit, retire, and retain their rank, with permission to wear 
the prescribed uniform. 

Maj. H. T. Jones and Capt. C. H. Gibb, having attained 
the age limit, relinquish their commns., and retain their 


rank. 
INDIAN MEDICAL SERVICE, 
Lt.-Col. W. D. Wright retires. 
Lt. M. R. Sinclair to be Capt. (prov.). 
The prob. appts. of the undermentioned officers are 
nfirmed :— 


To be Capt.: Capt. M. H. Wace. 

To be Lts.: Aziz Khan Mohamed Khan (now Capt. 

(prov.)), F. H. A. L. Davidson, R. T. Hicks, D. J. Young, 
. C. Dracup, D. McCarthy, and P. L. O’ Neill. 





co 


MEDICAL NEWS 


University of Durham. 


On Dec. 19th, 1931, the following degrees and diplomas 
were conferred :— 





iti 8 of 15 years’ standing.—O. R. McEwan, 
. R. B. Robb, and T. H. Thomas. 
M. J. Arnott, R. D. Burn, G. 8. Clark-Maxwell, 
? , H. U. G. Harrison, J. A. Miller, and P. N. Rampal. 
. Hy.—¥. C. 8. Bradbury, B. A. Dormer, W. E. Hargreaves, 
d J. H. F. Pankhurst 


?.H.—F. C. 8. Bradbury, B.A Dormer, W. E. Hargreaves, 
. H. F. Pankhurst. 


University of Sheffield. 


Dr. H. Florey has been appointed professor of pathology 
and Dr. J. W. Edington professor of bacteriology in the 


At recent examinations the following candidates were 
successful :— 


G. E. Larks. 
FINAL EXAMINATION FOR M.B., CH.B. 
Part II.—Margaret F. Coveney. 
Part I.—A. H. Br , Thomas Colver, H. E. Holling, I. A. 
Jaffe, R. B. Knowles, J. J. C. Rainsbury, J. M. Ridyard, D. C. 
Waddy, R. H. Wheeler, and W. H. Young. 


Post-graduate Course on Nervous Diseases. 

At the National Hospital, Queen-square, London, W.C., 
a -graduate course on Diseases of the Nervous System 
will be held from Jan. 25th to March 18th. The general 
course will consist of 32 clinical lectures and demonstrations 
at 3.30 P.M. each weekday, except Wednesday and Saturday, 
with teaching in the out-patient department on each week- 
day except Saturday, at 2 p.m., and eight pathological 
lectures and demonstrations on Fridays at noon. Ten 
lectures on the Sonteny and Physiology of the Nervous 
System will be arranged on Tuesdays and Thursdays at 
noon if there are enough applicants, and ten clinical demon- 
strations, chiefly on Methods of Examination of the Nervous 
System, will be given on Tuesdays and Thursdays at 5 P.M. 
Tickets entitling the holders to attend the out-patient clinic 
for three months may be had from the secretary of the 
medical school, to whom all applications should be addressed. 


Hampstead General and North-West London 
Hospital. 


The second winter session of the Post-graduate School 
at this hospital will open at 4 p.m. on Jan. 6th, when 
Lord Riddell will give an address on the Ethics of Abortion, 
Sterilisation,and Birth Control. Onsucceeding Wednesdays 
at the same hour lectures will be given by Dr. Adolphe 
Abrahams (Dietetic Facts, Fads, and Figments), Mr. George 
oe 4 (Surgical Lesions due to Pneumococcal Infections), 
Dr. J. A. Alison Glover (Tonsillitis), Mr. Sidney Boyd 
(demonstration of surgical cases), Dr. W. E. Gye (Cancer), 
Mr. W. H. Ogilvie (Common Injuries of the Wrist), Dr. H. 
omg, As (X Ray Diagnosis of Diseases of Alimentary 

r. A. Sorsby (Ophthalmoscope in Cardiovascular 
Disease), Dr. H. C. Semon (Diseases of the Buceal Mucosa), 
Dr. H. M. Oddy (Chronic Arthritis), and Mr. H. Lawson 
Whale (Sinusitis and the Common Cold). 


CH. M. 





University of London. 


Dr. O. L. V. de Wesselow, F.R.C.P., has been appointed 
as from Dec. Ist, 1931, to the university chair of medicine 
tenable at St. Thomas’s Hospital Medical School. Since 
1920 he had been chemical pathologist to St. Thomas’s 
Hospital. 

Department of Health for Scotland. 


Dr. John M. Johnston, at present Pollok lecturer in 
pharmacology and therapeutics in the University of Glasgow, 
has been appointed a medical officer in this department. 
Pharmaceutical Society of Great Britain. 

A meeting of this society will be held at 17, Bloomsbury- 

uare, London, W.C., at 8.30 P.M. on Tuesday, Jan. 12th, 
when Mr. Walter Deacon will lecture on the Romance of 
Perfumes. 

Royal Empire Society. 

Colonel F. E. Fremantle, M.P., will give an address on 
the Debt of the Empire to British Medical Research at a 
meeting of this Society at the Hotel Victoria, at 8.30 p.m. 
on Tuesday, Jan. 19th, with Sir William Willcox in the 
chair. Application for tickets should be made to the 
secretary of the Royal Empire Society, Northumberland- 
avenue, W.C.2. A dinner will precede the meeting at 
7 P.M. 
St. Peter’s Hospital. . 


Weekly lectures will be given at St. Peter’s Hospital, 
10, Henrietta-street, Covent Garden, London, W.C., on 
Wednesday afternoons at 3 P.M. (in the pathological depart- 
ment). The first lecture, on Jan. 20th, will be by Mr. J. 
Swift Joly, who will speak on the Examination of Urological 
Patients. 


National Association for the Prevention of Tuber- 
culosis. 


The eighteenth annual conference of this association will 
be held at University College, London, from July 21st 
to 23rd. The jubilee of the discovery of the tubercle 
bacillus by Robert Koch will be made a feature of the 
conference. The address of the association is Tavistock 
House North, Tavistock-square, W.C. 1. 


Presentation to Prof. Blair Bell. 


At the annual dinner of the Medical Students’ Debating 
Lociety of the University of Liverpool, Prof. W. Blair Bell, 
President of the British College of Obstetricians and Gyne- 
cologists, was presented with his portrait, painted in oils 
by Mr. J. A. A. Berrie. Prof. Blair Bell, who is retiring 
from the chair of obstetrics and gynecology, said that he 
valued the gift the more because it was the first time that the 
students had presented a portrait to one of their teachers. 
People’s League of Health. 

At the general meeting of the League held on Dec. 18th, 
at the headquarters, 12, Stratford-place, London, W., the 
founder and honorary organiser (Miss Olga Nethersole, R.R.C.) 
said that it had been in existence for twelve and a half years 
and during that time eleven travelling scholarships had been 
awarded. Prof. D. F. Fraser-Harris, medical secretary to 
the League’s bovine tuberculosis investigation, reported that 
the special committee appointed to deal with the problem 
had after eighteen months’ close study finished its work and 
would shortly issue a report. 

Post-graduate Lectures on Obstetrics. 

Lectures will be given at the City of London Maternity 
Hospital, City-road, E.C., at 5.30 P.M. on Thursdays from 
Jan. 14th to Feb. 25th. The lecturers will be Dr. J. 
Abernethy Willett (Lessons Learned from oy 
Admissions), on Jan. 14th; Mr. W. McK. McOullag 
(Maternal Mortality), on the 21st; Mr. Arnold Walker 
(Treatment of Contracted Pelvis), on the 28th; Mr. H. 
Burt-White (Puerperal Infection), on Feb. 4th ; Dr. a 
Owen (the Newly-born Baby), on the Ilth; Dr. . C, 
Lucey (the Pathology of Pregnancy), on the 18th; and 
Mr. R... Christie-Brown (Treatment of Hemorrhage), on 
the 25th. 


Psychological Problems of Childhood. 


The Child Guidance Clinic of the Jewish Health Organisa- 
tion of Great Britain announces that a short course of 
lectures on this subject will be given on Tuesdays and 
Thursdays at 5.30 p.&%., beginning on March Ist, at a place 
to be stated later. It is intended primarily for members 
of the medical profession and medical students, and will 
only be held if the number of applicants is not less than 15, 
but a limited number of others interested in the subject 
may be admitted if found eligible by the honorary director. 
In association with the lectures there will be clinical demon- 
strations. Particulars about the place may be had from 
the honorary director of the Clinic, Jews’ Free School, Bell- 
lane, Spitalfields, London, E.1. 
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NOTES, COMMENTS, AND ABSTRACTS 





ON BONE-SETTING.* 


By Tuomas MARLIN, M.D. Guase., D.P.H., 
D.M.R.E., 


PHYSICIAN IN CHARGE OF THE MASSAGE, LIGHT, AND ELECTRO- 
THERAPEUTIC DEPARTMENTS AT UNIVERSITY COLLEGE 
HOSPITAL AND HAMPSTEAD GENERAL HOSPITAL, 

LONDON, 





A sTuDyY of bone-setting presents peculiar difficul- 
ties. It has generally been surrounded by so much 
quackery, and accompanied by such exaggerated 
statements, that our profession as a rule has fought 


articles have appeared about bone-setting, very little 
help has been given us in the way of useful descriptions 
of the manipulations. Very few medical men have 
acquired any skill in the technique employed for 


| 


3. Perhaps the patient merely imagined she had pain. 


| Against this was the fact that she was a charwoman, anxious 
= at work, and had no time for such nonsense. 


e gratitude of the patient was genuine. By some 

means she found out my private address, and sent me a 

box of cigars as a Christmas present some months afterwards. 

5. As no abnormality was detected by carefully examining 

the X ray photographs, what could have been the condition 

of the joint prior to the manipulation, and what actually 
happened during the manipulation ? 


The fact that the patient felt better merely causes 
us to shrug our shoulders, and had the manipulation 


| been done by a bone-setter that would only serve to 


increase our scepticism. But similar cases are 


| thrusting themselves on us with such insistence that 
shy of getting mixed up with it. Although at times | 


different joints, and little or nothing is taught to | 


students, so for our purpose we will assume that the 
sum of our knowledge is what we have gained by 
listening to patients who have been treated by 
bone-setters. 

What is the usual story? ‘“‘ I went to so-and-so, 
and he put back certain bones in my spine which were 


out of place. I know he put them back because I | 
felt them go, and also heard the noise of them going 


back into place.’”’ Or “I went to another man and 
he put back five or seven bones in my ankle. I 
heard them go back with a crack.’”’ Or “‘ I went to 
yet another man and he found a bone ‘ out’ in my 
elbow or hand and put it back.’’ In each case the 
patient was impressed with the sound of the bone 
going back into place. 

And what is our attitude ? Perhaps we are too 
apt, in our search after objective signs, to discount 
much of what our patients tell us. Let us take a 
concrete example. Some years ago, at a certain 
London hospital, a woman was sent to me for massage 
and electrical treatment for pain in her thumb. The 
pain was situated round the back of the carpo- 
metacarpal joint, and the patient’s impression was 
that there was something ‘‘ out.’’ The condition did 
not respond to the usual treatments, and several 
X ray photographs were then taken from different 
angles, corresponding views being taken of the sound 
hand for comparison. No abnormality was detected 
in the photographs, and movement was apparently 
free in all directions, but that did not satisfy the 
patient, who still insisted that there was a bone out 
of place. Was this, I wondered, just the type of case 
which would add to my mortification by drifting to 
a bone-setter and possibly getting relief? If so, 
why should not I myself try manipulation ? 

ith one hand I grasped her thumb and applied 
traction, while the thumb of my other hand applied 
pressure to the back of her first metacarpal bone at 
its base. On sharply increasing this pressure I was 
agreeably surprised to feel the bone move quite 
distinctly with an audible click, and the patient 
heaved a sigh of relief saying we had done the trick. 
Firm hold was kept of her hand till we were ready 
to take another series of X ray photographs from 
the same angles as the previous set. I expected to 
see some shift of the bone registered, but after carefully 
examining the different sets had to admit that no 
difference whatever could be detected. 

Now several points present themselves for con- 
sideration. 


1. From that moment the patient was well. 

2. Did I bluff the patient ? She had maintained that 
something was out: did my action merely assure that her 
diagnosis was right, and did that assurance work the cure ? 
Certainly had it been done by some unqualified person I 
should have been inclined to think it a very good bluff. 








* From a lecture delivered to the Hampstead and North-West 
London Post-Graduate Society. 


sooner or later we are bound to take notice. Few 
of us ever see any of this so-called bone-setting, and 
one of our troubles has been to explain the crack 
which the patient heard. We argue, soundly, that 
as there was no displacement shown by X ray examina- 
tion the manipulator did not put any bones back 
into place, even though he claimed to have done so. 
The only explanation we have seen brought forward 
is that the sound is due to the breaking down of 
adhesions. 

Now undoubtedly there was a time when fractures 
were treated by long immobilisation, and adhesions 
formed which had to be broken down. This is 
probably where bone-setters scored in previous days, 
but nowadays fractures are treated in quite a different 


| way, and stiff joints do not so often result. But even 


should that happen, then the value of breaking down 
adhesions is quite well understood by medical men, 
and, in fact, this operation is constantly being done 
by them. It is most often done under a general 
anesthetic, and the technique does not require any 
elaboration here. If any comment were necessary 
it would be to advise the operator not to attempt 
too much at one sitting. Only a small amount 
should be done at a time, and immediately afterwards 
massage and movements should be started to maintain 
what little mobility has been attained. When 
adhesions are broken down there is a characteristic 
tearing felt by the operator, and there are subsequent 
pain and effusion according to the amount done. 
The force employed is a steady one, and the strength 
necessary may be very considerable, according to 
the tenacity of the adhesions. It will be observed 
that this is not strictly a joint manipulation, but is 
an operation to break down adhesions round the 
joint, and so allow the bones to move through a 
greater range of movement. 


‘* Springing the Joints.’’ 


There is, however, a manipulation which may be 
described as springing the joints, and probably this 
is the manceuvre most commonly employed by 
bone-setters. This is accomplished by carrying the 
joint either into extreme flexion or extension, and 
then with a sudden, sharp, but guarded thrust or 
jerk, that particular position is slightly exaggerated. 
Or it can be done by either steady or sudden traction. 
Thus we are all familiar with people who are able to 
crack their fingers by pulling or by forcibly bending 
them. Also it is possible to make the elbow crack 
with the joint extended, and the ankle will often 
give during traction. In these cases there is no 
question of breaking down adhesions. The force is 
sudden and not of sufficient strength to do so, and 
there is seldom any subsequent pain or effusion. 

Perhaps the most reasonable assumption is that a 
vacuum is formed when the joint surfaces are 
separated, and the sound is due to the sudden rush 
of gases into the vacuum. This view is further 
supported by the fact that, generally speaking, it is 
impossible to crack a second time before the lapse of 
a considerable interval—i.e., apparently not until the 
gas in the joint has been reabsorbed by the tissues. 

Having watched and treated many cases, I have 
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come to the conclusion that there is seldom any 
reason to suppose that the cracking of the joints in 
other parts of the body is in any way different to the 
cracking of the finger-joints. Operators may affirm, 
and patients willingly believe, that dislocations or 
subluxations are being reduced and bones pushed 
back into place, yet I am firmly of the belief that 
that is not so, but that in the majority of instances 
the joint surfaces have merely been. separated. Here, 
then, is an obstacle to our reasoning, for why should 
cures be effected by such a simple measure? We 
are apt to think the whole thing humbug, and forget 
the + that the patient feels better. Suppose, 
however, we approach the subject in another way. 
Let us grant that patients are cured after certain 
manipulations, then there must have been something 
wrong before the manipulation. Do not let us qualify 
that by saying that what was wrong was in the 

tient’s imagination, for very few people desire to 

ill. All we know is that there was something 
wrong, though we could not detect it clinically or by 
X ray examination. 


A Static Disability. 


We must remember that an X ray photograph 
is simply the record of a shadow, and we might 
consider some conditions that would not be revealed. 
For instance, with few exceptions, adhesions would 
not be shown. Any limitation of movement would 
not be shown, though this might be deduced if the 
photograph showed actual fracture or dislocation or 
gross bony lesion. Nor does it indicate whether the 
mechanism by which the joint is actuated is normal, 
and it is in this connexion that we may find some 
reasonable explanation of the value of what might 
be termed manipulative therapy. 

In the simplest joint the movement is confined to 
flexion and extension. There are other joints where 
more highly specialised actions—rotation, circum- 
duction, &c.—come into play, but for our purpose 
we may simply consider those joints where flexion 
and extension are the predominant movements. Thus 
in the terminal interphalangeal articulation we have 
a beautiful example of a hinge-joint, actuated by 
flexor and extensor muscles, but these muscles act 
only in one plane. No provision is made for lateral 
movement, this, on the contrary, being prevented by 
lateral ligaments. Nor is there any means of move- 
ment of a rotatory nature; so it is impossible by 
any amount of voluntary action to turn the finger 
round till the nail faces the same way as the palm 
of the hand. Conversely, if by violence that joint 
be put into a state of lateral flexion or rotation, then 
there is no active muscular effort which will bring the 
bones back into proper alignment. Moreover, if we 
could imagine the joint rotated through 180 degrees, 
even without any tearing of the muscles or ligaments, 
it is doubtful if the muscles would be able to function 
at all. But far short of such a condition the power 
of the muscles is beginning to fail. This we can 
try for ourselves. Grasp the middle and terminal 
phalanges of one forefinger firmly in the other hand 
and forcibly rotate them, when it will be found 
almost impossible voluntarily to flex the finger at 
either of the interphalangeal joints. 

Muscles, then, have been developed to act most 
powerfully with their fibres in a certain direction. 
Any torsion of the muscle or tendon will diminish 
its power, and we can see from that experiment what 
little rotation is necessary to put it out of use—so 
little, in fact, that the joint displacement would not 
be noticed on an X ray photograph. 

Thus far we have considered movements in unusual 
planes, but if we think of a backward displacement of 
@ finger-joint we have a condition where the opposing 
sets of flexor and extensor muscles, though still in 
their usual plane, are unable to function. This may 
be because there is no mechanism for voluntarily 
putting traction on the joint—i.e., separating the 
joint surfaces and thus facilitating the return of 
the bones to their proper alignment—but is more 





the wrist. Remember that the opposing sets of 
muscles moving a joint must always act harmoniously 
together. In flexion the flexors do most of the work, 
yet the extensors do not play merely a passive part. 
On the contrary they are actively engaged in paying 
out slack, so that the movement is steady and con- 
trolled, and vice versa, else we would have a flail 
joint ; but there seems to be an optimum position or 
angle for these opposing muscles to function. Thus 
the strongest grip is obtained with the wrist dorsi- 
flexed. This gradually weakens till in extreme flexion 
of the wrist there is scarcely any grip, and we can 
imagine a position where the muscles are unable to 
function. Such position, apart from actual disloca- 
tion, would probably be a point just beyond extreme 
flexion or extension. 

There would thus appear to be a point which I 
would liken to the dead centre of the driving wheel 
of an engine. As we are all aware from playing with 
toy engines, or working lathe or treadle machines, 
if the driving wheel has stopped at a certain point 
no amount of energy expended by the piston will 
move the wheel, whereas if the wheel be slightly 
rotated by hand, or if it be levered over the dead 
centre, the engine again begins to function. But 
there was never any suggestion that anything had 
slipped out of place. 


Some Conclusions. 


I give no detailed descriptions of the manipulations 
employed. I have simply attempted to clear up 
certain points wrapt in mystery, and we are now in 
a position to review the subject as follows. 

1. Not unlikely there may be a joint condition 
which is not shown on an X ray photograph—a state 
of fixation either in flexion or in extension, or a strain 
due to or accompanied by a torsion of the muscles. 
each of them difficult to detect clinically, and all of 
them accompanied by some pain on pressure, and 
perhaps with a certain amount of disability or 
discomfort. 

2. During manipulation the joint surfaces are 
merely separated. The work done is in a way akin 
to what the engine driver or mechanic does when he 
levers the driving wheel over the dead centre. Nature 
is all the time trying to pull the bones into their 
proper place, and at the moment of separation the 
opportunity presents itself for things, as they fly back, 
to rearrange themselves properly. It is not necessary 
to hear a pop: the pop simply tells us that the joint 
has been put through its full range of movement. 

3. Bone-setters, osteopaths, and chiropractors do 
not diagnose the joint condition in the terms we have 
just explained, but speak of dislocations, bones being 
out, lesions, or subluxations, to signify what they 
believe to be wrong. It is sometimes argued that 
patients understand about a bone being out, and 
that is an expression which they readily accept. 
That, however, is not qtite fair. The joint is, if 

ou like, out of order—it is not functioning properly. 

en a patient’s kidneys or bowels are not functioning 
properly he is told that these particular organs are 
out of order, but not that they are out of place. 

4. Although they sometimes give a ‘specific ”’ 
manipulation, that is, try to make the bones move 
back along the path through which they have already 
travelled, they more often trust to luck with a general 
manipulation. In other words they make a quick 
diagnosis that there is something wrong with the 
joint, and simply make the movement of separating 
the articular surfaces, hoping for the best: and it is 
surprising how often this succeeds. 

5. If anyone is still inclined to think that the 
popping of joints means the reduction of dislocations, 
let him try the corresponding joints on the other side 
of the body. For example, in the treatment of 
** tennis elbow ”’ a manipulation is often done at the 
radio-humeral joint, and a distinct click produced. 
This is often taken to mean, and bone-setters insinuate, 
that something has been pushed back into place. 
But if the other elbow—which is presumably sound— 








probably due to another factor, as may be seen in 
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sound is produced, and no one is likely to argue that 
the sound elbow had anything “‘ out.” 

6. Similar sounds can be produced during spinal 
manipulation. Medical men seldom see any of this 
work, but I shall never forget the profound impression 
made on me when I first saw any of it done, and I 
have never given a first demonstration to any of my 
colleagues without noting their extreme amazement 
that such a thing can possibly be done. How 
wonderful, then, the impression that can be made on 
patients. They are told in a very confident and 
emphatic manner that there is a subluxation, a 
aeentinn. or @ lesion at a certain part of their 
spine, from which all their trouble originates. They 
say to themselves that all this time no doctor has 
examined their back, yet they come here and this man 
puts his finger on the very spot. At the back of 
their minds they conjure up pictures of hopeless 
cripples with spinal deformity, but this man is very 
clever and will put them right. Some keep going 
for years for the ‘“‘ spinal adjustments,” partly from 
admiration of the operator’s diagnostic and manipu- 
lative skill, and partly through fear of the dire 
consequences of leaving off the treatment. 

7. Bone-setters do not set bones. No one, no 
matter how ill-informed, would ever dream of going 
to a bone-setter to have a recent fracture of his arm 
or thigh attended to, but gladly entrusts this to the 
badly abused medical practitioner. 





RAT EXTERMINATION IN HUNGARY. 


THE systematic extermination of rats by means 
of poison is being attempted by the Budapest Board 
of Health in view of the immense damage to public 
health and private property caused by their depre- 
dations. The new regulations have been the occa- 
sion of a review of the history of the campaign 
against rats from the earliest times by Dr. E, Nador, 
who draws attention to the great variation in the 
methods of extermination tried. He points out that 
few have been really successful even for a short 

riod. In Egypt cats were regarded as holy animals 
Goan they were observed to kill vast numbers of 
rats in storehouses containing cereals. But neither 
cats nor specially trained dogs could exterminate 
the pest. Inthe Middle Ages rat charmers abounded. 
The legend that they were able to entice rats to follow 
the tunes of a flute or pipe may have been based on 
their use of poisons, of which the secret was handed 
down from father to son, and is now lost. 

Experiments have been made with different poisons, 
sometimes with disastrous consequences not only to 
rats but also to domestic animals, and indirectly to 
human beings. The use of strychnine, phosphorus, 
and arsenic has done much damage to animals other 
than rodents, and weaker poisons have therefore 
been sought. Barium and thallium were tried but 
were also found to be dangerous. In quite recent 
times attempts at rat extermination with thallium 
caused a man’s death in Budapest. The next step 
in scientific rat extermination was the introduction 
of bacteria which were meant to produce gastro- 
intestinal disease in rats, though innocuous to human 
beings. These bacterial cultures were of little per- 
manent avail, however, because after a certain time 
the rats became immune to them. They proved 
efficacious, however, against rural rats, causing 
widespread epidemics and a significant decrease in 
numbers. About the end of last century in Greece 
rural rats appeared in vast numbers in a certain 
agricultural district, causing great damage. The 
Greek Government called in Prof Léffler from 
Germany. He succeeded in preparing a culture 
which met with great success. 

The next phase in rat extermination was the 
introduction of the use of —- gases. These proved 
very useful in docks and ships where it is possible 
to exclude from the field of operation all human 
beings and domestic animals. More recently attempts 





had been directed to the discovery of substances 
poisonous to rats and innocuous to other animals and 
to man. Attention was drawn to the fact that in the 
southern poem of Europe a plant, Scilla maritima, 
is successfully used against rats though innocuous 
to man unless the dose is very large. Setustenatelr 
the substance poisonous to rats, is not always present 
in the same proportion in the plant. If too little 
is taken isoning does not occur, whereas if it 
is present in large quantity it has an irritating action 
upon the stomach and the rat vomits it. It is hoped 
that a substance has now been found in which is com- 
bined the virtues and none of the disadvantages 
of the poisons hitherto used. It is said to be effica- 
cious in exterminating rats from cities and rural 
districts if it is used simultaneously over large areas. 


LOCAL GOVERNMENT LAW. 


THE principles of local government law in this 
country, the relations between the central and local 
authorities, the powers and finance of local bodies, 
and the control exercised by the law-courts are 
expounded in an admirable little book by Mr. W. I. 
Jennings.* As a part of his _— he briefly sketches 
the progress of public health from the Act of 1848 
onwards, the appointment of the General Board of 
Health (with the great sanitary reformer Chadwick 
as one of its commissioners), and the un ity 
which the Board’s activities encountered. en the 
Board, initially created for five years only, was 
prolonged for another year and was then reformed, 
Chadwick’s name was omitted from the commission. 
‘* #isculapius and Chiron,” wrote the Times, ‘‘ in the 
forms of Mr, Chadwick and Dr. Southwood Smith, 
have been deposed, and we prefer to take our chance 
of cholera and the rest, than to be bullied into health.”’ 
Su uent changes somewhat relaxed central con- 
trol. It is no doubt true to say that improvement 
has come about not because of compulsion from the 
centre but because of a genuine local demand for 
better services. Founded on lectures delivered in the 
universities of Leeds and London, Mr. Jennings’ book 
is to be commended not only to academic students 
but also to others who take a practical part in local 
government. 


ELEMENTS OF PHYSICAL ANTHROPOLOGY.? 


AN introduction to physical anthropology recently 
published is intended for the amateur or beginner whose 
anatomical knowledge is not great, and provides a 
useful elementary survey. Mr. Stibbe d with the 
subject zoologically, paleontologically, and ethno- 
logically, in a lucid and interesting manner. A good 
though short section on practical anthropological 
measurement and examination is included. 


HISTORICAL HANDBOOKS IN MEDICAL 
SCIENCE. 


THE third member of the series of small handbooks 
dealing with the history of medical science, roduced 
under the appropriate group-title of ‘‘ Clio Medica, 
is devoted to anatomy.’ It is an excellent little book, 
full of items of information which seem to be uniformly 
reliable. Prof. Corner provides readable short 
chapters on histology, embryology, and neurology, 
and on modern trends, and includes some interesting 
reproductions of old illustrations. A list of great 
importance to the reader whose classical lore has 
become threadbare, is given of the old-time authors 
whose works can be obtained in modern languages. 








1 Principles of Local Govesnment Law. By W. Ivor Jennings. 
in 


Law in the University of 
ey .~ editor of the Local Government Chronicle. 
London: University of London Press. 1931, Pp. 263. 6s. 


8 duction to Physical Anthropology. By E. P. 
stibbe, rROS. Senior Demonstrator in Anatomy at University 
College, London. London: Edward Arnold and Company. 
Pp. ‘S00. 12s. 6d. 


2 Clio Medica. IIT. Anatomy. 
evelenin in the University of Rochester. 
Hoeber, Inc. Pp. 82. $1.50. 


By Ge W. Corner, M.D.: 
A "Rew York: Paui B. 
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SOCIETY FOR THE RELIEF OF WIDOWS AND ORPHANS OF MEDICAL MEN. 


THESE illustrations are reproduced from _ the 
Legacy Book of the Society for Relief of Widows and 
Orphans of Medical Men. The first figure is the 
heading of the title-page, and the last two figures are 
excerpts from the pages. 

The illumination of the title-page and borders 
and the engrossing of the names of the donors of 
legacies were done by Sir Frederick Hallett, who has 
made a most generous and valuable gift to the Society 
of the volume. The names are recorded since the 
oundation of the Society in 1788 up to the present 





time. The black-and-white reproductions cannot, 
of course, portray the delicate colourings employed, 
but they show the fine tracery of the borders and 
exemplify a remarkable example of penmanship. 
Sir Frederick Hallett is already well known as an 
illuminator, and this donation proves him to be in 
true descent from the pious artists of the Middle Ages. 
Members of the medical profession will be shown the 
book by the secretary on any Wednesday or Friday 
at the offices of the Society, 11, Chandos-street, 
Cavendish-square, between 4 and 5 in the afternoon. 
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THE TREATMENT OF LEPROSY. 


A RECENT paper by Dr. Canaan, of the German 
Leper Hospital at Jerusalem, is largely a warning that 
extreme care is required when giving potassium 
iodide to lepers. Leprosy he describes as a chronic 
general disease with a long incubation period and 
an onset so insidious that cases are rarely seen in the 
early stages. In 10 per cent. of the cases the clinical 
course is interrupted by remissions giving a false 
appearance of cure, apt to mislead an inexpert 
observer, but not before a patient has been three 
years under Observation can a cure be declared. 
Treatment, as usual, is general and specific. An 
attempt is made to improve the patient’s resistance 
by good hygiene, generous diet, open-air exercise, 
and judicious exposure to sunlight. As a tonic, 
in Canaan’s opinion, nothing is better than neosal- 
varsan. This, not because syphilis is present or yaws; 
in fact clinical syphilis has not been found in the 
hospital in the last 10 years, nor have spirochetes 
been seen, though the Wassermann reaction may be 
positive because of leprosy. Neosalvarsan, he states, 
does most good for ailing and exhausted patients, 
especially after relapses. Specific treatment attacks 
the pathological lesions and the bacilli, and the earlier 
it is begun the better; but its use must be very 
cautious at first. He recognises two stages of reaction 
—namely, the early, toxemic, and the advanced 
septicemic. Reaction begins with a feeling of 
illness, pyrexia, pain in the limbs, ‘headache, and 
anorexia. Up to this stage antitoxin is being formed 
and the patient is being helped; but treatment 
must now stop and there must be a period of rest 
before it is cautiously resumed; for reaction may 
easily go too far, and enter the harmful second stage 
with increasing fever and a rash appearing especially 
on the extensor surfaces and the face, followed by 
formation of small tubercles, showing that the stage 
of septicemia has been reached. If the process goes 
further it merges into disastrous miliary leprosis. 

Potassium iodide is said to be of use, but according 
to Canaan, it has in 18 months never done anything 
but harm at the Jerusalem hospital, and its advocates 
are always reducing the recommended dose. The 
tubercles that form under its influence show an 
altogether exceptional crop of bacilli, more even than 
those of miliary leprosis. He thinks it is far too 
dangerous to be employed at all. Of the specifics 
the best, he considers, are chaulmoogra (Hydnocarpus 
wightiana) oils. He uses 1 part of their ethyl esters, 
1 of camphor, 1 of creosote (twice distilled), and 
24 of olive oil. Treatment must go on for at 
least a year before any conclusion can be drawn, 
and must continue for three years, with a clinical 
examination every month, even if the patient has 
been discharged, before a cure can be stated. 


THE PSYCHOLOGY OF A PRIMITIVE PEOPLE. 


IN a leading article last week we referred to a new 
book on the Australian Aborigine, to which Prof. 
S. D. Porteus has given the above title. It should 
have been stated that the publishers are Messrs. 
Edward Arnold and Company, London. 


THE Anglo-French Drug Company (238A, Gray’s 
Inn-road, London, W.C.1) have sent us a copy of 
their block diary for 1932, measuring 6 by 44 inches, 
and showing a page to a day. It serves as a useful 
accessory to the writing table. 


Appointments 

Cardiff Royal Infirmary : Evans, A., M.B., B.S., M.R.C.P.Lond., 
Honorary Assistant Physician. MALIPHANT, R. G., M.D., 
B.S. Lond., F.R.C.S. Eng., M.R.C.P.Lond., Honorary 


Assistant Gynecologist. MURRAY, A. LINDSAY, L.D.S., 
R.C.S. Eng., Honorary Dental Surgeon. 





‘ Arch. f. Schiffs- u. Trop.-Hyg., November, 1931, p. 643. 





City of London Maternity Hospital : Cairns, D. R., M.B., Ch. B., 
Assistant Resident Medical Officer, SKYRME, "A. _™ 
L.R.C.P. Lond.. M.R.C.S., Resident Medical Officer. 

ae * Charlotte’s Marnie Be Fae. Marylebone-road, N.W. 

ILLIAMS, B., M.B., -R.C.8. Edin., Senior Resident 
Medion Officer. ay » M.D., Ch.B. Bristol, Assistant 
Resident Medical Otioer.. ” COPELAND, A. J., M.R.C.S. 
L.R.C.P., M.D., * Ch. Camb., and PROBERT, N.L., L.R.GP- 
Lond., M.R.C.S. , Resident Anesthetists. 


Vacancies 





For further information refer to the advertisement columns. 


Bedford County Hospital.—First H.S. At rate of £165. 

mary Y .-— District M.O, for Perry Bar District. At rate 
o 

ete — Tm and Midland Eye Hospital, Church-street.—Asst. 


Surg. 
ee ae Queen’s Hospital.—Third Surg. to Out-patients. 


Bolingbroke Hospital, Wandsworth Common, S.W.—H.P. At 
rate of £120. 

Bradford Royal Infirmary. .—Res. Surg. O. £225. 

—— Victoria Hospital.—Two H.S.’s. Each at rate of £150. 

Infirmary, Lancashire.—Third H.S. At rate of £150. 

roe ral London Ophthalmic Hospital, Judd-street, St. Pancras, 
W.C.—Sen. and Jun. H.S.’s. At rate of £120 and £100. 

Chesterfield and North Derbyshire Royal Hospital.—H.s. £150. 

Derby, Derbyshire Royal Infirmary.—H.P. £150. 

Dreadnought Hospital, Greenwich.—Hon. Dermatologist. 

East Ham Memorial Hospital, Shrewsbury-road, E.—Hon. 
8u ae to eee = Jept. Also wh cian to Skin Dept. 


Exeter, il Devon and Exeter Hospital.—H.P, and H.S. Each 
at rate of £150. 

Glasgow Corporation.—P.H. Dept. Pathol . £800. 

Guildford, Royal Surrey County Hospital es £150. 


Halifaz, St. Luke’s H .—Med. 1, Supt. £800. 
Harrogate, Royal Ban ospital,— O. At rate of £156. 
ay for Consumption and Diseases of the Chest, Brompton, 
’.—H.P. and H.S. Each at rate of £50. 
iar — Fs nong and Ipswich Hospital.—Cas. oO. £120. 
ellcome Tropical Research Laboratories.— Bacterio- 


King! 8 ye West Norfolk and King’s Lynn General Hospital.— 


H.P. At rate of £150 
Leicester Royal I —H.P. At rate of £125. 
Leigh Infirmary, Lancs.—Res. H.S. At rate of £17 
Liver, , David Lewis Northern Hospital. —for “HLS.’s and 
wo H.P.’s. Each at rate of £100. 
Liverpool, Royal Children’s Hospital.—Hon. Asst. Surg. 
ian 2 pathic Hospital, Great Ormond-street.—Res. M.O. 
'e 
— Princess Mary’s Hospital for Children.—Res. Med. Supt. 


Milford, Surrey, County Sanatorium.—Third Assist. Res. M.O. 





Rene Hospital, Queen-square, W.C.—Hon. Surg. Asst. 
North Middleser County Hospital, N.—Res. Asst. M.O. £400. 
Norwich, Norfolk and Norwich Hospital.—H.8. Also Cas. O. 
and H.S. Each £120. 
Queen’s H: l for Children, Hackney-road, E.—H.S. and Cas. O. 
~ ay 5 “——— of £100 
Retford, Notts, Rampton State Institution for Mental Defectives.— 
_e- Supt. £1000. 
Royal Northern Hospital, Holloway. N.—H. “ad At rate of £70. 
St. Mar ’s Hospital, W.2. — Asst. Hedicgraphe £3 108. weekly. 
Sheffield, Chi n’s fies -—H.P. S., -and Cas. O. At 
rate of £100 and £8 genpectively, 
.—Ophth. H. & Asst. Aural and Ophth. 
O. Each at rate of £80. 
, Royal South Hants and Southam pton Hospital. 
Cas. O. co rate of £150. 
Victoria Hospital for Children, Tite-street, Chelsea, S.W. 
Hon. Surg. Reg. Also H. P. and H.S. Each at rate of 
£100. ‘Also Out- -patient Anesthetist. 10s. 6d. per attendance. 
Westminster Hospital, Broad Sanctuary, S.W.—House Anees- 
thetist. At cote of £100. 
Winchester, Royal Hampshire County Hospital.—Second H.S. 
At rate of £100. 
Wolverhampton Royal Hospital.—H.S. At rate of £100. 


Births, Marriages, and Deaths 


BIRTHS. 


MONTEITH.—On we 7. at a nursing home, Grantham, 
the wife of Dr. W. B. R. Monteith, Brook Lodge, Bourne, 
of a daughter. 

Pirercy.—On Dec. 19th, at Lancaster-road, N.W., the wife of 
John E. Piercy, F.R.C.S., of a son. 


DEATHS. 

BARRETT.—On Dec. 2ist, following an operation, Walter 
Russell Barrett, L.D.S., M.R.C.S., of a, -road, Boscombe, 
Hants, and of Portland-place, London, W . 

Ba RTLETT.—On, Dec. 18th, at South Drive, St. Annes-on-Sea, 
Major B. Bartlett, M.C., R.A.M.C., M.R.C.S., L.R.C.P. 

2 qn 24th, suddenly, at divde new ‘place, We 
Sir William Henry Bennett, K.C.V.0O., F.R.C 


N.B.—A fee of 18. 6d. is charged for the ny nt _ Notices of 
Births, Marriages and Deaths. 

















sa 


i oe sa 


_—=s Oo «© SD 


a 


